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ABSTRACT
The 2016 Surgeon General’s report on alcohol, drugs and health indicated that
approximately 25 million Americans living in recovery from SUDs (U.S. Department of
Health and Human Services, 2016). However, establishing stable recovery from SUDs is
a complex psychosocial process of change that can take many years to achieve (Laudet,
2007; Neale et al., 2014).
Treatment remains an effective means of helping individuals with SUDs establish
recovery and build the recovery capital they need to sustain remission. Recovery capital
is the total of an individual’s resources used to establish and maintain remission from
SUD (Cloud & Granfield, 2008). Recovery capital may be built through connections
made through various avenues including leisure (Baumeister & Leary, 1995).
Treatment staff have a central role in helping individuals in early recovery
develop recovery capital and engage in recovery-oriented programs. Staff are well
positioned to help residents negotiate various constraints to healthy leisure. However,
there is no research on how staff attitudes toward leisure may influence programming
decisions or leisure participation among individuals in early recovery. Accordingly, this
sequential multi-phase mixed methods case study (Creswell & Plano Clark, 2018)
explored leisure meaning among staff and residents at community residences for
individuals in early recovery from SUDs to understand how leisure meaning among staff
and residents shape leisure access, and leisure constraints in the program.
Results indicated that staff and resident leisure meaning has a significant
influence on residents’ leisure access during their early recovery from SUDs. This
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study’s results indicated that while both staff and residents value leisure in their lives and
as part of the recovery process, the two groups have significantly divergent views on
what this leisure should look like and how it should play a role in residence
programming.
Based on the findings of this study, several suggestions were made for the
adoption of more person-centered leisure programming approaches in community
residences, greater involvement of residents in leisure programming decisions, additional
training of community residence staff vis-à-vis leisure and its importance within the
residential programs, and the need for additional recreation therapy services in the
community residences.
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CHAPTER ONE
INTRODUCTION
According to Van Wormer and Davis, (2008), “addiction is everywhere and nowhere”
(p.3). This simple phrase highlighted the public impact of substance use disorders (SUDs) and
the disruption they can cause society through healthcare costs, criminality, and lost productivity,
while acknowledging that most substance use takes place in private and away from public
scrutiny. SUDs have a significant economic impact on the US economy. A 2011 report suggested
an annual cost of all substance use at $740 billion (National Institute on Drug Abuse, 2017). This
estimate was later eclipsed by a 2017 White House report suggesting that the opioid epidemic
alone is costing $504 billion annually (The Council of Economic Advisers, 2017) suggesting the
cost of all substance use was much higher than $740 billion.
SUDs also have a large human cost by directly impacting approximately 7% of the
American population with approximately 27 million Americans reporting illicit substance use
and 20.2 million diagnosed with SUDs in 2014 (Center for Behavioral Health Statistics and
Quality, 2015). However, only 1 in 10 of these individuals receives any form of treatment (The
Office of the Surgeon General, 2015). The low rates of treatment are especially poignant given
that America’s opioid crisis is costing more than 90 lives per day (Rudd et al., 2016). Treatment
offers a means of achieving long term recovery (Dutra et al., 2008), and has remission rates
similar to other chronic conditions; such as diabetes or hypertension (Volkow, 2012). However,
long term recovery is individualized, complex, and involves a psychosocial process of change
making it difficult for clinicians to gauge patient progress (Laudet, 2007; Neale et al., 2014).
While many factors influence the change process, longer treatment duration may provide
a critical foundation and allow for greater exposure to change-oriented thinking and support
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(Anglin & Hser, 1992; Laudet, Stanick, & Sands, 2009; Prendergast, Podus, Chang, & Urada,
2002). Indeed, longer treatment may be especially important given the multifaceted nature of
SUD recovery that draws on a range of both internal and external resources. Internal resources
may include recovery-oriented self-efficacy and the individual’s belief that recovery is possible
(Buckingham, Frings, & Albery, 2013). Supports may include social connections and access to
resources such as medical care, vocational services, or financial assistance. Therefore, designing
SUD treatment programs that maintain supports for individuals in early recovery should consider
the value of extended programming to offer ongoing services that continue to help individuals
develop internal and external resources. These resources can be developed through effective
programs that educate individuals on available leisure and recreation opportunities, offer
individuals the chance to try new activities, and help individuals incorporate leisure into their
recovery lifestyles. Through these programs, the individual can build recovery capital, which is
the total of an individual’s resources used to establish and maintain remission from SUD (Cloud
& Granfield, 2008).
While there are a range of ways an individual can build recovery capital, many of these
resources, both internal and external, can be developed through leisure and recreation. Recovery
capital may be built through connections made through leisure that might aid the individual in
finding work, accessing transport resources, developing new social skills, or help provide a key piece
of an individual’s personal and social identity (Baumeister & Leary, 1995). Unfortunately, many
individuals enter SUD treatment with few leisure connections. Further, these individuals are often
experiencing significant disruptions in their personal and social lives (National Institute on Drug
Abuse, 2007). Often these disruptions lead to a loss of social connection and support, leaving
individuals with limited supports as their behaviors and identities increasingly reflect attitudes related
to substance use (Dingle, Cruwys, et al., 2015). Accordingly, individuals in early recovery face

2|Page

significant constraints on their leisure participation and may require additional program support to
build a healthy, recovery-oriented leisure lifestyle.

A traditional means of support for individuals in early recovery has been mutual self-help
groups (MSHG). These support groups have been defined as “group[s] that [are] fully organized
and managed by [their] members, who are commonly volunteers and have personal experience in
the subject of the group’s focus” (Kelch, 2014). MSHG’s have been used as either supplement to
treatment or as a primary means of intervention. While these groups take many forms, 12-step
groups remain the most common form of MSHG (White, 2013). However, while 12-step groups
remain staples of support, increasing attention is beginning to be paid to emerging MSHGs and
organizations that emphasize the value of recreation and physical activity in recovery (Kelly et
al., 2017). These new groups, such as The Phoenix (formerly Phoenix Multisport), foster
recovery by offering recreation and fitness activities at little or no cost to participants (Building a
Sober Active Community - Who We Are - The Phoenix, n.d.).Further, where similar programs are
available connections between them and individuals in community residence settings are
typically left up to the individual with little programmatic support. Further, while transition
planning takes place, recreation is often overlooked in favor of more pressing considerations
such as housing. As such, another potential source of support in building recovery capital and
overcoming leisure barriers, program staff may not be as helpful in helping develop recovery
capital as it may initially seem.
Treatment staff have a central role in helping individuals in early recovery develop
recovery capital and engage in recovery-oriented programs. This role stems from participation
constraints that limit access to healthy recreational activities and the benefits these activities can
offer during recovery. These constraints can include transportation, finances, social
connectedness, and the individual’s current mental health/emotional status (Decker et al., 2014;
3|Page

Dingle, Cruwys, et al., 2015; Hodgson et al., 2001; Perlick et al., 2001). If individuals in early
recovery are unable to overcome these leisure constraints, they are more likely to experience
boredom which creates lower levels of life satisfaction and can lead to a return to substance use
(Iso-Ahola & Weissinger, 1987; LePera, 2011). However, while program staff would seem to be
ideal sources of support in overcoming leisure constraints, their role in doing so is unclear.
Staff leisure attitudes and leisure access for individuals in early recovery has not
previously been studied. However, negative staff attitudes towards residents have been
significantly associated with higher rates of leaving treatment against medical advice (Brener et
al., 2012). Moreover, another study found that staff were not likely to recommend 12 step groups
if they did not feel the individual would benefit from such activities (Day et al., 2005). Such
findings suggest that if staff do not see value in an activity, they will not encourage participation.
It may be likely that staff’s views towards leisure may also influence the leisure-related programs
and resources available to the residents with SUD. The aforementioned studies suggest that a
complex relationship between staff attitudes to leisure and provision of leisure for program
residents may exist. However, the lack of any research in this area means we have no clear
knowledge on how staff attitudes toward leisure may influence programming decisions or leisure
participation among individuals in early recovery.

Purpose Statement

The intent of this sequential multi-phase mixed methods case study (Creswell & Plano
Clark, 2018) is to explore leisure meaning among staff and residents at community residences for
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individuals in early recovery from SUDs and to understand how leisure meaning among staff and
residents shape leisure access and leisure constraints in the program.

Specific Aims

Accordingly, this study will meet the following research aims to answer the overarching
research question: To what extent does the leisure meaning of residential program staff and
resident’s influence residents’ leisure access in a program focusing on early recovery from
SUDs?
•

Specific Aim 1 (QUAL): To identify leisure constraints experienced by

individuals in early recovery from SUDs during their time in community residences.
•

Specific Aim 2 (QUAN): To compare leisure meaning between residential staff

and residents with SUDs.
o H1: Staff at the community residences will have significantly higher scores on
the LMI on value in their personal leisure
o H2: Residents of the community residences will have significantly higher
scores on the LMI related to leisure as part of recovery than staff
o H3: Residents and staff at the community residences will not score
significantly different across the LMI’s four subscales
•

Specific Aim 3 (QUAL): To explore staff perceptions of leisure and gain insight

into how staff make choices around leisure programming.
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Definition of terms
The following terms are defined to clarify their use in the study:

Substance use disorders – an umbrella term for substance-specific diagnoses; (e.g.
alcohol use disorder), Substance use disorders occur when the recurrent use of alcohol and/or
drugs causes clinically and functionally significant impairment, such as health problems,
disability, and failure to meet major responsibilities at work, school, or home (American
Psychiatric Association, 2013). A diagnosis of substance use disorder is based on evidence of
impaired control, social impairment, risky use, and pharmacological criteria. A diagnosis of
mild, moderate, or severe may be given to indicate the level of severity. The severity level is
determined by the number of diagnostic criteria met by an individual (American Psychiatric
Association, 2013).

Recovery – “A process of change through which individuals improve their health and
wellness, live a self-directed life, and strive to reach their full potential” (SAMHSA, 2012).

Community residence – a housing program that provides a sober supportive environment.
These programs do not provide treatment services and residents must attend outpatient treatment
at local treatment centers. Staff working at the community residence focus on case management
functions and assisting the patient with find ancillary supports beyond their time in the program
(NIDA, 2015).
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Leisure meaning – Satisfaction an individual derives from participation in a particular
leisure activity (Donald & Havighurst, 1959)

Leisure meaning inventory – Instrument developed by Schulz & Watkins, (2007) as a 26question instrument of four dimensions; passing time, exercising choice, escaping pressure, and
achieving fulfillment.

Leisure constraints – “factors that are assumed by researchers and perceived or
experienced by individuals to limit the formation of leisure preferences and to inhibit or prohibit
participation and enjoyment in leisure" (Jackson, 1997, p. 461).
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CHAPTER TWO
LITERATURE REVIEW
Long term recovery from substance use disorders is individualized, complex, and
involves a psychosocial process of change (Laudet, 2007; Neale et al., 2014). This complex
process draws on both internal and external resources (Buckingham et al., 2013). Both internal and
external resources can be developed through leisure and recreation (Baumeister & Leary, 1995), and
the development of a recovery oriented leisure lifestyle. However, building such a lifestyle requires
individuals in early recovery to navigate a range of constraints that their status presents.

To provide an in-depth review of this complex process, this chapter will thoroughly
review the literature surrounding (a) the natural history of SUDs, (b) treatment and levels of care
for SUDs, (c) recovery (d) leisure and recreation concepts, (e) leisure in treatment for SUDs, (f)
the role of program staff, (g) theoretical framework, and the (h) purpose of this study.

Substance Use Disorders: A Natural History
This section will define SUDs and consider how substance use and SUDs have been
viewed in American society from the colonial period through today.
What are Substance Use Disorders?
Addiction as a word has become part of our everyday nomenclature with many different
items and behaviors being described as addictive (Shaffer et al., 2004). Today though addiction
is being replaced by substance use disorders (SUDs) in clinical terminology and is defined within
the Diagnostic and Statistical Manual 5th ed. (DSM-5) as being; “…a cluster of cognitive,
behavioral, and physiological symptoms indicating that the individual continues using substances
despite significant substance-related problems” (American Psychiatric Association, 2013, p.483).
8|Page

This more neutral phrasing was intended to help the transition away from abuse and dependence
terminology (O’Brien, 2011). Notably, this paper continues this trend and uses substance use
disorder in place of addiction.
History of Treatment in the United States
Modern treatment for SUDs continues a developmental process that began in the early
days of the American Republic with the work of Dr. Benjamin Rush (White, 2014). Rush’s work
would lead to the emergence of the disease concept as a model for SUD diagnosis and treatment
at the end of the 18th Century (Levine, 1978). Prior to the 18th Century, the use of alcohol was
ubiquitous and not considered as having habit-forming effects (Levine, 1978). During this early
period of development, treatments for SUD included bleeding, purging, and blistering in an
attempt to balance the bodies humors (White, 2014). However, as America continued to develop
and experience increasing levels of alcohol consumption and intoxication new treatment
approaches developed (White, 2014).
During the mid-19th Century dedicated treatment centers began to appear replacing
almshouses and similar facilities in caring for people with SUDs (White, 2014). The facilities
were often run through private pay, charitable donations, and occasionally state funds; however,
this latter funding source was unreliable as increasing funds were given to temperance rather
than treatment (White, 2014). Sometimes these organizations were run by religious groups who
reinforced the belief that SUDs were the result of moral failings in the individual (Levine, 1978).
The belief that people had control over their drinking would persist and provide the basis for a
moral model of substance use. The moral model maintains deep roots in American society and
reached its zenith during prohibition (Strug, Priyadarsini, & Hyman, 1986). However, the moral
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model is seldom referred to among today’s treatment professionals and researchers, extending a
trend that began during the 1980s (Marlatt, Baer, Donovan, & Kivlahan, 1988).
This early development of treatment facilities began to wane during the early 20th
Century due to a range of factors including social, political, economic, and treatment-related
forces (White, 2014). Social and political forces included a move away from the utopian beliefs
of the late 19th Century, the rising influence of temperance policies and politicians, and an
increasing focus on punishing rather than rehabilitating individuals with SUDs (White, 2014).
Further, poor financial management and lack of oversight created instability and uncertainty
leaving the institutions vulnerable to economic downturns (White, 2014). Finally, poorly
developed clinical methods meant that treatment centers were never able to adequately
demonstrate their efficacy socially, politically, or professionally (White, 2014).
During the early 20th Century an increasing number of substances were being
criminalized a trend that culminated with the passage of the 18th Amendment in 1919 and the
start of prohibition in 1920 (White, 2014). Unfortunately, criminalization left people with SUDs
with few options for help and often lead to the arrests of treatment providers (White, 2014).
While prohibition may have been the culmination of efforts to ban substances, many new
oversight and control laws came into effect following the repeal of the Volstead Act (18th
Amendment) (Pallone & Hennessy, 2003). Against this backdrop, the Minnesota Model would
emerge during the late 1940s and 1950s and provide a template for new treatment approaches in
the second half of the 20th Century (White, 2014).
The Minnesota Model is rooted in 12-step programs and has four core elements: (a) the
possibility for change, (b) the disease concept, (c) treatment goals, and (d) the principles of
Alcoholics Anonymous(AA)/Narcotics Anonymous (NA) (Morojele & Stephenson, 1992).
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Within the Minnesota, Model SUDs are seen as a disabling condition that is determined by
genetics and requiring treatment to prevent deterioration (Morojele & Stephenson, 1992).
Ultimately, the Minnesota Model provided a replicable template for SUD treatment, that through
a process of evolution remains relevant today (White, 2014).
Between 1965 and 1995 a national network of treatment providers was established on the
back of multilevel lobbying conducted by religious, political, and racial community leaders
(White, 2014). A key result of this lobbying was the establishment of the Cooperative
Commission on the study of alcoholism in 1961 (White, 2014). This body was tasked with
evaluating federal, state, and local efforts in treating alcoholism before making recommendations
for future responses to alcoholism in American society (White, 2014). The outcome of this report
was a range of legislation including the decriminalization of public intoxication and the
requirement for coverage of alcoholism in health insurance (White, 2014). Beyond this, further
legislation would bring the National Institute on Alcohol Abuse and Alcoholism into existence
(Hewitt, 1995). Finally, as a result of this raft of new legislation, the number of treatment
programs increased from 500 in 1973 to 2400 by 1977 (White, 2014).
As treatment opportunities expanded so too did the need for trained and qualified staff.
During the early 1960’s and 1970’s the shortfall in trained staff led to the creation of positions
that could be filled by staff who were themselves in recovery from SUDs (White, 2014). These
paraprofessionals often came with AA backgrounds and had few professional credentials (White,
2014). A growing move toward professionalization of the treatment field would come as
treatment infrastructure developed to create national and statewide advocacy groups. The groups
would eventually implement licensing standards, national and statewide counseling associations,
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academic and non-academic training programs, systems for credentialing counselors, and other
support systems (e.g. journals and magazines) (White, 2014).
The drive toward professionalization and the infrastructure required to support that drive
has led to a significant increase in the size of treatment services. In 2012 there were 16,000
treatment programs and total expenditure on treatment reached $35 billion in 2014 (White,
2014). Further, treatment approaches have evolved with a greater emphasis on evidence-based
practices (EBPs) and less emphasis on 12-step models (White, 2014). In this new treatment
environment, treatment providers must conform to a range of regulations and report on various
outcome measures (e.g., treatment completion). These regulations, structured to reflect different
patient needs at different points in recovery, are primarily created and overseen by state agencies,
such as the New York State Office of Addiction Supports and Services (NYS OASAS). The
following section will examine the levels of care and treatment approaches in more detail.

Treatment Approaches and Levels of Care for SUDs
Substance use disorders are complex and affect almost all aspects of a person’s
functioning (NIDA, 2018). As a result of this complexity, SUD treatment has evolved to
encompass a range of treatment components that are designed to address patient needs across
functional domains including recovery maintenance, employment, and family relationships
(NIDA, 2018). This section will examine SUD treatment approaches along with a general review
of levels of care before looking more specifically at levels of care in New York State which is
where this study will take place.
Treatment Approaches.
For many individuals seeking recovery from SUDs a combination of counseling and,
where appropriate, medication has proven the most successful approach to treatment. Today,
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treatment services may be provided in hospitals, community health centers, schools, public
libraries, community treatment centers, and at home via remote or home-based services
(SAMHSA, 2017).
While specific treatment approaches vary by institution some general approaches remain
a hallmark of SUD treatment services including individual and group counseling. Individual
counseling provides an opportunity for the counselor and patient to explore matters related to
substance-induced impairment (e.g. illegal activity) (NIDA, 2018). Typically, during individual
counseling, individuals work with their counselors to secure service referrals and discuss
participation in Mutual Self Help Groups (MSHGs) (NIDA, 2018).
Group counseling seeks to use social reinforcement from the group to reinforce treatment
objectives and promote recovery (NIDA, 2018). Group counseling is most effective when used
in conjunction with individual counseling and utilizes evidence-based therapies (NIDA, 2018).
Evidence-based therapies may vary depending on the skills of the counselor or the nature of the
group/individual being worked with and their needs. This section will now briefly examine some
of the most common therapies used in group counseling and SUD treatment more generally.
Evidence-Based Therapies.
This section will examine five commonly used evidence-based therapies used in
individual and group counseling including cognitive behavioral therapy, contingency
management, Motivational Enhancement Therapy, The Matrix Model, and Medically-Assisted
Therapies.

Cognitive Behavioral Therapy. Cognitive behavioral therapy (CBT) helps individuals
develop the ability to recognize negative thoughts and behaviors. Through this work, individuals
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gain insight into personal risk factors and avoid thoughts and behaviors that may lead to a return
to use. The goal of this therapy is for individuals to stop reverting to past behaviors that
reinforced substance use and develop a new mental schema to aid in their recovery (SAMHSA,
2018). As an intervention, CBT has been widely studied for effectiveness. There have been
several meta-analyses with individuals diagnosed with a range of conditions including
depression and anxiety (Covin et al., 2008; Hofmann & Smits, 2008; Reinecke et al., 1998; Spek
et al., 2007), chronic pain (Morley et al., 1999), and obsessive-compulsive disorder (Cuijpers et
al., 2013; Watson & Rees, 2008). Across these studies, CBT has been found to be an effective
intervention. Meta-analyses of CBT for individuals with SUD support the research done with
other disorders and have found it to be an effective intervention overall (Dutra et al., 2008;
Magill & Ray, 2009). Interestingly, Dutra et al (2008) found a range of effect sizes based on the
substance of use (Dutra et al., 2008). The largest effect size was found for cannabis with the
smallest being polysubstance use (Dutra et al., 2008). Additionally, a second meta-analysis
suggested that CBT may be more effective when used as an intervention with women than men
with SUDs (Magill & Ray, 2009).
Contingency Management. Contingency management (CM) uses tangible incentives to
reinforce positive behaviors such as continued abstinence (SAMHSA, 2018). Voucher-based
reinforcement is a form of CM designed to supplement other community-based treatments. In
this model, individuals are given vouchers, which have monetary value, for each negative urine
screen the patient provides. The value of the vouchers starts small and increases with each
consecutive negative screen (NIDA, 2018).
Prize incentive CM works in a similar fashion to voucher-based reinforcement, but rather
than giving out vouchers, individuals are given chances to win cash prizes. A chance for prizes
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ranging from $1 to $100 are given to individuals providing negative urine screens, attending
counseling sessions, and/or completing weekly goals. Despite concerns, research has shown that
this approach to CM does not promote other gambling behaviors (NIDA, 2018).
In a review of 30 other studies Lussier, Heil, Mongeon, Badger, and Higgins, (2006),
found that CM lead to better outcomes than other control treatments supporting the efficacy of
this intervention. A further metanalytical review suggested that CM is one of the more effective
methods of promoting abstinence during treatment of SUDs.CM helps individuals improve
resilience to substance use and allows them to more fully engage in treatment. (Prendergast,
Podus, Finney, Greenwell, & Roll, 2006). In a more targeted analysis, focused on those receiving
methadone treatment, Griffith et al. (2000), found that CM was effective in reducing additional
drug use among individuals and resulted in more drug-free urine screens.
Motivational Enhancement Therapy. Motivational enhancement therapy (MET) is used
to help individuals build motivation and begin to commit to treatment/recovery plans
(SAMHSA, 2018). This therapy begins with an initial assessment and is followed by two to four
individual treatment sessions. During the first session, motivational interviewing techniques are
used to help strengthen motivation for change. Later sessions focus on coping skills, cessation
strategies, and commitment to making/maintaining change (NIDA, 2018).
Two early meta-analyses of motivational interviewing conducted in controlled settings
found it was more effective than traditional advice giving but there remains a need for large scale
studies to demonstrate that it can be used across healthcare settings (Lundahl et al., 2010; Rubak
et al., 2005). A more recent study suggests that while it contributes to counseling, results vary
considerably depending on the participant and whether it is being used with an individual or as
part of a group (Lundahl et al., 2010)
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An examination of MET found that during a four-week intervention, participants
experience comparable outcomes to individuals in the treatment as a usual control group.
However, at the 12-week follow up MET participants showed sustained improvements while the
treatment as usual group experienced higher rates of recidivism (Ball et al., 2007).
The Matrix Model. The Matrix Model is designed for use with individuals with stimulant
use disorders. This therapy teaches individuals about issues related to remission and returning to
use. Within this model, the counselor works as both a teacher and a coach to build positive
relationships with individuals, that foster, and reinforce positive behavior change. Materials for
this model draw on other therapeutic approaches including family therapy, remission
maintenance, and participation in MSHGs.
While much of the research into the Matrix Model is older it remains the primary
intervention specifically designed for use with people with stimulant use disorders. Early
research into the Matrix Model’s efficacy indicated that the model has some utility in an
outpatient setting although methodological problems prevented a claim of efficacy (Rawson et
al., 2000). A later study found that while the Matrix Model was not superior to treatment as usual
during post-treatment follow up, it offered better in-treatment benefits (Rawson et al., 2004).
Medication-Assisted Therapies. Medication-assisted therapies (MAT) encompass a
variety of medications designed to ease withdrawal symptoms, reduce cravings, and treat related
MHDs. Medications provide support for individuals who may need additional support to engage
in other aspects of treatment. MATs exist for treatment of nicotine, alcohol, and opioid use
disorders (SAMHSA, 2018). Table 2.1 provides a brief overview of the most used MATs.
Table 2.1 Medication-assisted therapies and the SUDs they are used to treat (adapted from
SAMHSA, 2018).
Medically Assisted Therapy
Used to treat
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Methadone
Buprenorphine
Naltrexone
Disulfiram
Acamprosate
Bupropion
Varenicline

Opioid Use Disorder
Opioid Use Disorder
Opioid Use Disorder
Alcohol Use Disorder
Alcohol Use Disorder
Alcohol Use Disorder
Nicotine Use Disorder
Nicotine Use Disorder

A range of meta-analyses have demonstrated that MATs can improve treatment outcomes
among individuals with SUDs (Kranzler & Van Kirk, 2001; Mattick et al., 2014; West et al.,
2000). However, medication is most effective when used in conjunction with other therapies
(Johansson et al., 2006). Further, it is important that individuals are adequately screened and
presented with options by medical providers as the medications themselves may show similar
results, but lifestyle factors can influence patient outcomes and treatment efficacy (Barnett et al.,
2001).
Levels of Care. The therapies outlined above can be used to treat SUDs across treatment
services as appropriate to the needs and status of individuals. Certain therapies may be used more
or less depending on the level of care the patient is in and the progress they are making in their
recovery. This section will provide a brief overview of the most common levels of care in SUD
treatment.
Long Term Residential Treatment. Long term residential care is designed to provide 24hour care to individuals outside of hospital settings. This level of care can include a range of
residential programs including community residences. The best known long term care model is
the therapeutic community which provides all treatment services on-site for residents (NIDA,
2018).
Long term residential facilities generally view SUDs in a holistic manner, considering the
individuals lived experience, to develop increased personal accountability and social
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responsibility. The goal of this approach is to help the individual develop a sense of purpose that
can help them sustain a life with purpose while in recovery (NIDA, 2018).
In working toward this goal, treatment is highly structured, and elements of confrontation
may be used to challenge old ways of thinking on the part of the individual seeking recovery. To
this end, the program may include activities designed explore personal beliefs and values around
substance use, reflect on personal beliefs that could be damaging to the individual’s self-concept,
and look at behaviors that could lead to more productive relationships with others (NIDA, 2018)
Short Term Residential Treatment. Short term residential treatment programs provide
intensive treatment for a short period, typically up to one month. These programs are often
based on modified 12-step approaches and were originally designed to treat individuals with
alcohol use disorders. These programs were originally designed to operate as three-to-six-week
hospital-based treatment settings, although much of this care is now managed by private,
community-based organizations. This level of care is intended to be followed by a longer period
of outpatient treatment and ongoing participation in self-help groups. Accordingly, following
short term residential treatment, it is important that individuals remain engaged in ongoing care
to increase the likelihood of maintaining remission (NIDA, 2018)
Outpatient Treatment Programs. Of the three levels of care described here, outpatient
programs show the highest level of variation based on location and philosophy. Outpatient
treatment typically provides services at gradually declining levels of intensity as individuals
progress through treatment. This form of treatment is cheaper than residential care and allows for
greater flexibility for individuals; however, this flexibility depends on the nature of the programs
being attended. For example, participants in intensive day treatment have very little flexibility
and are expected to attend treatment daily for three or six hours depending on the program.
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Individual and group counseling provide the foundation of treatment at this level of care.
Increasingly outpatient programs are becoming integrated and able to treat SUDs and MHDs
within a single clinic (NIDA, 2018)
Treatment and Levels of Care in New York State. The levels of care described above
are generalizations of what is commonly available nationally; however, as noted previously,
treatment models are designed and regulated at the state level. As such, there may be variations
in language and design from state to state. Accordingly, this paper will now examine levels of
care in New York State where this study is being conducted.
The Office of Addiction Supports and Services is responsible for regulating and
providing oversight for more than 900 treatment programs in New York State (NYS OASAS,
2020). The levels of care within this treatment system reflect those highlighted above. The
highest level of care encompasses withdrawal and stabilization services. This level of care is
designed to help manage and treat withdrawal symptoms in a setting that allows the patient
access to important medical support and counseling while individuals are experiencing acute
withdrawal (NYS OASAS, 2020). Within the NYS OASAS system this level of care
encompasses four service levels: (1) medically managed withdrawal and stabilization services;
(2) medically supervised inpatient withdrawal and stabilization services; (3) medically
supervised outpatient withdrawal and stabilization services; and/or (4) medically monitored
withdrawal and stabilization services. Within each service level there are distinct rules regarding
staffing levels, training, and referral for ongoing treatment services (NYS OASAS, 2020).
Due to the requirements regarding medical professionals, medically managed care is
typically provided in hospitals; however, community providers often provide the other three
service levels. Additionally, changes in treatment protocols and service provision have led to
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increased focus on outpatient withdrawal services at the medically supervised service level (NYS
OASAS, 2020). Providing services in this manner offers additional choice and access to patients,
while allowing them to retain higher levels of social support and day to day functioning
(Hayashida, 1998).
Designed to be a lower level of care than the withdrawal and stabilization programs,
inpatient rehabilitation services are designed to promote and help individuals maintain
abstinence from alcohol and other drugs (NYS OASAS, 2015a). Inpatient treatment in the NYS
OASAS system includes both short and long-term care. At the inpatient level of care, individuals
are expected to receive services related to remission maintenance, mutual self-help groups (e.g.
12-step programs), HIV and AIDS, Vocational education, and medical/psychiatric care (NYS
OASAS, 2015a). Treatment planning at this level of care is designed to focus on the
biopsychosocial needs of the patients and include planning for level of care transitions.
The outpatient level of care is the most complex level of care within the NYS OASAS
system with multiple program types and levels of treatment within its scope. While clinics have
the option of what specific programs and services they offer, they can select from a list that
includes gambling clinics, child and adolescent programming, peer support programs, and
contracting with local criminal justice programs to provide services for individuals who are
incarcerated. Beyond these programs and services, this level of care may include MATs to help
individuals retain their remission status and work through recovery using medications such as
methadone (NYS OASAS, 2017).
Finally, residential services offer three levels of service that can be licensed: intensive
residential rehabilitation services, community residential services, and supportive living services
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(NYS OASAS, 2015b). Each level progressively reduces the amount of support an individual
receives with community residences providing the highest level of support for residents.
Since 2015, NYS OASAS has been rolling out a new set of residential regulations.
Known within the field as part 820 regulations, this new set of regulations has worked to
redesign residential services within the OASAS system. The redesigned services are intended to
increase funding and services to residential programs and provide increased levels of support to
residents receiving services. Beyond increased resident support and staffing, this redesigned
level of care was intended to increase treatment retention and improve access to evidence based
care (Meltzer & Kurcman, 2019).
Similar to the withdrawal and stabilization level of care, residential redesign lead to the
establishment of three service levels within traditional residential care. These new service levels
(1) stabilization; (2) rehabilitation; and (3) reintegration in congregate or scatter-site settings.
Stabilization is designed to help an individual safely withdraw from substances while addressing
any medical concerns, before referring them to an appropriate level of care. Rehabilitation is
intended to offer a stable environment for people who have the potential for independent living
but are experiencing significant impacts from their substance use. Rehabilitation focuses on
helping the individual regain skills related to daily living and helping the individual reestablish
social supports. Finally, reintegration is intended to provide a community living experience with
the individuals receiving less supervision and support as they transition toward long term
recovery and independent living (Part 820 Residential Services, 2015).

Recovery
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Despite increasing attention being placed on recovery as an element of treatment, it
remains outside of current descriptions of the level of care. Typically, recovery is seen in terms
of providing support for individuals moving through treatment with a focus on things like
transportation, parenting education, and drop-in centers (SAMHSA, 2018). Such initiatives
demonstrate an increasing acceptance that treatment needs to be extended beyond the clinical
setting and back into surrounding communities to provide the most support for individuals
entering recovery (White, 2009).
While the concept of recovery has been increasingly used in research and by those within
the recovery community (Kaskutas et al., 2014), it has proven difficult to develop a standard
definition (The Betty Ford Institute Consensus Panel, 2007). In part, this difficulty has been a
product of the various constituencies involved in the development of such a definition including
researchers, treatment providers, and people in recovery (The Betty Ford Institute Consensus
Panel, 2007). While this problem has been reduced with the introduction of the Substance Abuse
and Mental Health Services Administration’s working definition in the 2012 debate continues as
to the nature recovery. This section will examine the history and implications of the working
definition.
SAMHSA’s Working Definition
While many people have entered and remain in recovery from SUDs, the term recovery
lacked a standard definition for many years (The Betty Ford Institute Consensus Panel, 2007).
Even today the working definition of recovery published by the Substance Abuse and Mental
Health Services Administration (SAMHSA) defines recovery in broad terms. SAMHSA's (2012)
definition is “[a] process of change through which individuals improve their health and wellness,
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live a self-directed life, and strive to reach their full potential.” This definition is supported by
four major recovery dimensions outlined in Table 2.2.
Table 2.2 SAMHSA's (2012) Four Dimensions that Support a Life in Recovery
Domain
Definition
Health
Overcoming or managing one’s disease(s) or symptoms—for example,
abstaining from the use of alcohol, illicit drugs, and non-prescribed
medications if one has an addiction problem—and for everyone in
recovery, making informed, healthy choices that support physical and
emotional wellbeing.
Home
A stable and safe place to live.
Purpose
Meaningful daily activities, such as a job, school, volunteerism, family
caretaking, or creative endeavors, and the independence, income, and
resources to participate in society.
Community
Relationships and social networks that provide support, friendship, love,
and hope.
Further, SAMHSA provided ten guiding principles of recovery to indicate how an
individual might be in recovery from either MHDs or SUDs or both (Table 2.3).
Table 2.3 10 Guiding Principles of Recovery
Principle
1.

Recovery emerges from hope

2.

Recovery is person-driven

3.

Recovery occurs via many pathways

4.

Recovery is holistic

5.

Recovery is supported by peers and allies

6.

Recovery is supported through relationship and social networks

7.

Recovery is culturally based and influenced

8.

Recovery is supported by addressing trauma

9.

Recovery involves individual, family, and community strengths and
responsibility

10. Recovery is based on respect
SAMHSA’s (2012) working definition and additional domains represent a move toward
an understanding of recovery rooted in personal wellness and long-term care for chronic
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conditions (Laudet, 2011; White, 2004). However, while the working definition provides a
starting point, it does little to provide details on what key constituents believe recovery to be. To
this end, Kaskutas et al. (2014) sought to outline elements that make up the recovery domains.
This study found that participants saw being honest with oneself, handling negative feelings with
substances, being able to enjoy life without substances, growth and personal development,
reacting to life challenges in a balanced way, and taking responsibility for things in their past that
they cannot change were important hallmarks of recovery (Kaskutas et al., 2014). Alternatively,
spirituality and religion, which is commonly associated with recovery, was not endorsed as being
significant on its own by 63% of the participants (Kaskutas et al., 2014). Although, it should be
noted that elements of spirituality; such as helping others to not use substances and giving back,
scored highly suggesting that participants were more likely to reject religious overtones to
recovery than they were spiritual ones (Kaskutas et al., 2014). This study highlights the
complexity of defining recovery which remains a highly subjective process.
Recovery in Research
While defining recovery remains subjective, researchers have developed two general
approaches to address this. The first of these strategies allows subjects to self-identify as being in
recovery. This self-defined approach tends to be employed in studies where researchers are
looking for subjective recovery experiences. One example of this is the work by McIntosh &
McKeganey (2001), which examined the natural recovery experiences of individuals in recovery
from heroin use disorder. In this study, 70 recovering individuals were interviewed to gain
insight into the antecedents of their recovery (McIntosh & McKeganey, 2001). Work by Bathish
et al. (2017) employed a similar approach in their study of the role of social networks in
recovery. This sample included 573 participants this approach was used to get a broad range of
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perspectives on social network change in recovery (Bathish et al., 2017). In attempting to
understand what recovery means to individuals, Laudet (2007) employed the self-definition
method to be as inclusive as possible, accounting for the many pathways of recovery. Over the
one-year recruiting period this study garnered a sample size of 289 individuals in recovery
(Laudet, 2007).
An alternative to self-identification as an individual in recovery is the implied/assumed
recovery status of those in programs. This method allows for some control depending on the
program being used for sampling. For example, drawing from AA/NA membership does not
guarantee everyone is abstinent, but it is likely that people will be in some stage of recovery.
Further, the program implied recovery makes sense when the researchers are examining different
elements of recovery programs and treatments. This was the case for Buckingham, Frings, and
Albery (2013) who were examining the importance of group membership in recovery. This was
also true for Johansen, Brendryen, Darnell, and Wennesland (2013) who were examining
practical supports for people in recovery. Both studies drew on samples selected from MSHGs to
explore recovery concepts.
Beyond support groups, researchers also study responses to treatment in clinical settings.
In these settings, recovery is increasingly associated with more than abstaining from substance
use and often takes a more holistic approach (Dingle, Stark, et al., 2015). Accordingly, although
recovery status may not be expressly requested as a condition of participation, it is expected that
individuals recruited from treatment settings, like those from MSHGs, are experiencing some
level of recovery.
While both self-identified and implied recovery may be used for research sampling, the
approach used is often determined by the type of study and its research objectives. For the
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purposes of this study implied recovery status is being used as individuals are already
participating in treatment programs.

Leisure and Recreation Concepts
Recognizing demographic and social shifts within American society, including changing
work patterns and rising incomes, Voss (1967), sought to define leisure from an economic
perspective. Ultimately, Voss (1967) defined leisure as “a period of time referred to as
discretionary time. It is a period of time when an individual feels no sense of economic, legal,
moral, or social compulsion or obligation nor of physiological necessity” (p. 101). The new
definition relied on the leisure concepts of time and choice which continue to be themes in
leisure studies today.
Extending the work of Voss (1967), Kelly (1972) recognized the work-leisure paradigm
as being central to any understanding of leisure. Moreover, Kelly (1972), while accepting the
importance of this paradigm, believed that to understand this relationship, leisure researchers
needed to have a broader understanding of the role choice played in leisure determination. To
this end, Kelly (1972), developed a four-cell construct of non-work activity. The first cell in this
construct was an activity for its own sake, which included any activity freely chosen by the
individual that was not related to work (Kelly, 1972). The second cell was coordinated activity,
which was dependent on work, but still freely chosen by the individual (e.g., not reading for
work, but reading material related to one’s work) (Kelly, 1972). The third cell was a
complementary activity which was independent of work but determined by social roles (e.g.
volunteering service through a social group associated with one’s job title or position) (Kelly,
1972). The fourth and final construct was recuperation or preparation activity, which included
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activities required by work and not necessarily chosen by the individual (e.g. staying home and
watching television because of being too tired to go out and do anything else) (Kelly, 1972). This
enhanced paradigm acknowledged that leisure was more complex than simply being time free
from work, while also clarifying leisure boundaries in relation to life’s obligations.
While Kelly’s (1972) paradigm broadened the definition of leisure to include freedom
and choice more explicitly, it did not adequately explain the extent to which these items
influenced leisure choices and participation. Work by Iso-Ahola (1979), sought to help clarify
this by examining intrinsic/external motivation and freedom/lack of freedom on leisure choices.
In his study of 79 students, Iso-Ahola (1979) found that subjective leisure definitions were
strengthened by perceived freedom and intrinsic motivation of the individual. These results did
not entirely support Kelly’s (1972) model finding that freedom, motivation, and work relation,
worked in concert to shape the individual’s definition of leisure (Iso-Ahola, 1979). This meant
that there was greater subjective influence of leisure definition than conceived with Kelly’s
(1972) model.
While it may seem that by its subjective nature leisure would be difficult to define, Unger
and Kernan (1983) sought to do just that. Through their work, Unger and Kernan (1983), found
that there were at least three determinants of subjective leisure experiences; intrinsic motivation,
perceived freedom, and involvement. These three determinants coincide with the factors outlined
by Kelly (1972) and Iso-Ahola (1979). However, three additional determinants of subjective
leisure experiences were also proposed; leisure-arousal, mastery, and spontaneity, although these
three determinants were found to be more activity-dependent (Unger & Kernan, 1983). These
findings highlight that despite leisure’s subjective nature common themes underlie our leisure
experiences.
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As our understanding of leisure has evolved so too has our understanding of leisure
choice and perceived freedom. Indeed, Stebbins (2005) proposed that choice is removed from the
definition of leisure and instead referring to uncoerced behavior. While this may seem semantic
in nature, Stebbins (2005) argues that such phrasing better accounts for the behavior that
underlies true leisure experiences. Such experiences, Stebbins (2005) contends are free of all
obligations and it is this freedom that is at the heart of leisure. Further, while choice remains an
important element in leisure education, it should be acknowledged that no one has a universal
choice and ultimately, we all face limitations on our leisure choices.
Based on this information, leisure can be defined in one of three ways (a) leisure as time,
(b) leisure as activity, and (c) leisure as a state of mind (Hurd & Anderson, 2011). Within this
framework, leisure remains a subjective concept; however, certain core determinants remain:
intrinsic motivation, freedom from obligations, and the ability to participate (Iso-Ahola, 1979;
Kelly, 1972; Unger & Kernan, 1983). Further, understanding leisure as a multidimensional
phenomenon frees leisure researchers from the duality outlined by Voss (1967) and opens a
wider understanding of human behavior related to leisure activities.
Recreation fits under the umbrella of leisure and refers to the activities the individuals
choose to engage in that help refresh them physically and mentally while adding enjoyment and
interest to their leisure time (Khasnabis et al., 2010). Recreation can encompass a wide variety of
activities; some of which are relatively sedentary (e.g. watching television), some of which are
very physically demanding (e.g. triathlons), and many other activities in between. Ultimately, the
activities people participate in to help them refresh their minds and bodies during their leisure
time play a role in shaping their lives and the lives of those around them (McLean & Hurd,
2014).

28 | P a g e

Participation in leisure and recreation has many benefits both for individuals and their
communities (McLean & Hurd, 2014). These benefits include health promotion and disease
prevention, skills development (physical and social), awareness raising and stigma reduction,
international peace and development, and empowerment (McLean & Hurd, 2014). The Fitzroy
Stars Football and Netball Club provides an example of leisure and recreation helping to create a
sense of community.
The Fitzroy Stars Football and Netball Club was founded in the early 1970s with
financial support from the regional health authority along with aboriginal community groups
(Thorpe et al., 2014). Its original mandate was to provide a place to gather and for maintaining a
sense of community, ownership, and belonging among members of the aboriginal population
living in the area (Thorpe et al., 2014). However, through the work of the club, researchers found
a range of benefits that were valued by members including improved health, coping with racism
and discrimination, reinforced cultural values and identity, adopting responsibilities (e.g.
leadership roles), and increased community connection (Thorpe et al., 2014). When comparing
this list of concepts with that of Mclean and Hurd (2014) we see a great deal of overlap including
stigma adaptation, improved health, and empowerment.
The example of The Fitzroy Stars highlights active or physical recreation through
participation in sport. However, recreation’s benefits do not have to be derived from physical
activity. Mental health benefits can be derived from social interaction across a variety of settings,
and across many cultures, the existence of third places, (e.g. bars or coffee shops), have helped
build community, develop political movements, and help people assimilate into new cultures
(Oldenburg, 1999). Meaningful leisure, (e.g. activities that derive meaning from the individual
participating), can help reduce feelings of deprivation (loss of access to recourses and sense of
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identity) during periods of unemployment (Waters & Moore, 2002). This effect may stem from
the individual’s continued valuation of the meaningful leisure pursuit as a core part of their
identity, something that was especially true of solitary leisure activities (Waters & Moore, 2002).
The works of Oldenberg (1999) and Waters and Moore (2002) help demonstrate that both social
and solitary activities can offer leisure benefits for their participants and those activities do not
need to be centered around physical pursuits.
While leisure and recreation have a wide range of benefits, certain forms of leisure may
deviate from societal norms and values. Deviant leisure often involves “behavior that violates
criminal and noncriminal moral norms” (Williams, 2009, p. 208). Examples of deviant leisure
may include leisure activities ranging from graffiti (Snyder, 2017) to consensual sadomasochism
(Williams, 2009). Such deviant leisure forms have received limited research attention historically
as leisure researchers have focused on more mainstream activities (Stebbins et al., 2010).
However, if, as highlighted above, leisure is considered an area of empowerment and choice then
deviant leisure, which also meets this criterion, should also receive attention (Smith, 2014).
Further, since some legal leisure activities come with the risk of physical and social harm (e.g.
drinking alcohol) the line between deviant and non-deviant leisure is less clear than it may first
appear (Smith, 2014). While substance use may be considered deviant leisure in its early stages,
in its later stages the substance use affects all aspects of the individual’s life. When this takes
place the individual may lose connections to other forms of leisure, connections that need to be
rebuilt in recovery (Page & Townsend, 2017).
Leisure and Recreation in Recovery
Speaking to the profound impact substance use can have as it progresses from recreation
to disorder, Faulkner (1991) makes the case that SUDs begin in the leisure realm as people lack
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the means to experience pleasure through healthier means. Then as the disease progresses, and
the substance use becomes more pronounced, individuals lose the ability to focus on things
beyond the next high and become less interested in leisure pursuits (Keesmaat, 1998). When
individuals enter treatment for their SUDs it is generally accepted that leisure can be used as an
alternative to substance use (Hood, 2003). However, despite leisure’s benefits, the benefits of
leisure in recovery are less clear (Hood, 2003). Indeed, social leisure may present a high risk to
someone in early recovery who is yet to learn other crucial coping skills (Ransom et al., 1988).
Further, the use of substances may have developed into a required element of leisure
participation further complicating the integration of leisure into a recovery lifestyle (Carruthers,
1993). However, just as substance use becomes a way of life, so too can recovery.
For the individual to incorporate recovery into their daily lives they need to focus on the
following critical components: building a better life and developing loving relationships
(Mooney et al., 2014). To this end, leisure can help recovering individuals cope more effectively
with the boredom resulting from increased free time due to lack of substance use (Iso-Ahola &
Crowley, 1991). Further, leisure activities may provide an alternative to substance use for
individuals in early recovery, but the choice of activities is an important consideration if
potential pitfalls are to be avoided (Cook, 1985). The need for additional support and guidance
for leisure and recreation during recovery has been embraced by community-based support
groups over the past 20 years. This has led to the rise of several MSHGs centered on leisure and
recreation.
Mutual Self-Help Groups and Leisure
A traditional means of support for individuals in early recovery has been MSHGs. These
support groups have been defined as “group[s] that [are] fully organized and managed by [their]
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members, who are commonly volunteers and have personal experience in the subject of the
group’s focus” (Kelch, 2014). MSHG’s have been used as either supplement to treatment or as a
primary means of intervention. While these groups take many forms, 12-step groups remain the
most common form of MSHG (White, 2013). While empirical studies of 12-step groups have
proved challenging through the 1970s and 80’s research has increased in the past 30 years
(Humphreys, 2006). These early studies faced the prospect methodological and philosophical
mess with concerns over lack of control and concern over possible outcomes and implications for
either treatment providers or 12 step groups (Humphreys, 2006). Despite these concerns research
began to emerge that provided support for the position that 12 step groups could aid people in
recovery (Krentzman, 2007). Various studies have suggested different factors that could
contribute to 12-step programs’ ability to help people into recovery including simple attendance
at meetings (Gossop et al., 2007), spiritual awakenings (Kelly & Yeterian, 2012), spiritual step
work (Greenfield & Tonigan, 2012), and the support of other members (Kaskutas et al., 2002).
When examined through the lens of leisure principles a case can be made for MSHGs as
leisure. If applying Hurd and Anderson’s (2011) definition, MSHGs are activities undertaken
away from life’s other obligations and requirements. Further, attending MSHGs is a choice and
involves a range of other choices including location and time of meetings. Finally, individuals
who participate in MSHGs often develop a close attachment to their groups and enjoy ongoing
social support that these groups offer, providing intrinsic motivation for attendance. Of course,
this perception is highly subjective with individuals seeing meetings as obligations and necessary
parts of their ongoing recovery. To this end, the leisure aspects of traditional groups may be of
secondary consideration.
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However, while 12-step groups remain staples of support, increasing attention is
beginning to be paid to emerging MSHGs and organizations that emphasize the value of
recreation and physical activity in recovery (Kelly et al., 2017). These new groups, such as The
Phoenix (formerly Phoenix Multisport), foster recovery by offering recreation and fitness
activities at little or no cost to participants. Originally based in Denver, CO, The Phoenix now
has 50 sites across 22 states (Building a Sober Active Community - Who We Are - The Phoenix,
n.d.). The Phoenix has only one condition; that individuals must have 48 hours of continued
sobriety prior to attending (Phoenix Multisport, 2017). While the Phoenix, and similar programs,
offer an alternative to the more typical 12-step model, such groups often consider themselves to
be adjunctive services rather than competition. Indeed many of the groups promote a sense of
community (Livingston et al., 2011; Malloch, 2011). Unfortunately, despite growth, programs
like The Phoenix remain inaccessible for many people in recovery from SUD.
Within these new groups, leisure and more specifically physical activity are central to the
program. Individuals in recovery can receive support and work towards both recovery and
physical goals. Participants attend in patterns like those exhibited by members of gyms and
leisure centers rather than those demonstrated by participants in traditional MSHGs. Further,
members of such groups are often more public about their participation typically wearing
clothing and other items that promote recovery messages at community athletic events. In this
sense, these new MHSGs are not only promoting recovery but are also building a new sense of
recovery community that extends beyond the traditional meeting space.
While these new groups offer a new approach to MSHGs those mentioned here are
simply the best known of documented. Other smaller groups exist providing places for people in
recovery to go and meet other people in recovery, engage in leisure activities, and participate in
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society. Some of these activities include open mic nights, knitting circles, and book clubs.
However, research into these groups and their impact on recovery has yet to be done.

Leisure in Treatment for SUDs
This literature review has outlined the value of leisure and recreation in recovery from
SUD. However, despite its value for many individuals in early recovery from SUDs accessing
new leisure activities presents significant challenges related to knowledge and access (Page &
Townsend, 2017). To help with this many treatment programs employee recreation therapists
(RTs) to help develop patient awareness and knowledge of the patient’s personal interests and
opportunities for participating in those activities. The review will now move on to explore
recreation therapy’s use in treatment and some of the interventions that can be used including
adventure therapy, exercise, stress management, and leisure education.
Recreation Therapy in the Treatment of SUDs
While MSHGs provide a range of supports to people in recovery from SUDs they do not
provide formal treatment. Within treatment settings, it is often the job of RTs to provide leisure
and recreation therapy interventions to support recovery. The American Therapeutic Recreation
Association (ATRA) defines recreation therapy (RT), as “a systematic process that utilizes
recreation and other activity-based interventions to address the assessed needs of individuals
with illnesses and/or disabling conditions, as a means to psychological and physical health,
recovery and well-being” (American Therapeutic Recreation Association, 2015). RT works to
improve the physical, psychological, and social functioning of individuals by addressing needs in
the six domains (physical, cognitive, social, emotional, recreational, spiritual, and
environmental) (American Therapeutic Recreation Association, 2016). CTRS' work across these
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domains using a person first approach that considers a variety of factors including social
inclusion, least restrictive environments, and interdependence (Devine, 2008). Beyond this,
CTRS’s also attempt to work from a strength-based perspective, although much of the
documentation used still focuses on presenting problems rather than strengths (Anderson &
Heyne, 2012). As a discipline, RT has developed several of its own models that outline how it
works to improve patient wellbeing including, the Leisure Ability Model (Stumbo & Peterson,
1998), Leisure Coping (Hood & Carruthers, 2002), and the Flourishing Through Leisure Model
(Anderson & Heyne, 2012). Recreation therapy’s holistic approach to practice along with its
person first strength-based philosophy most closely aligns with the biopsychosocial model. This
conclusion is based on the model’s holistic approach to assessment that addresses the needs of
the whole person (Engel, 1980), the general utility of the model and its capacity to work across
philosophical perspectives (Fava & Sonino, 2007), its use of clinical observation (Van Wormer
& Davis, 2008), and its ability to incorporate a person-centered approach to treatment (BorrellCarrio et al., 2004; Freudenreich et al., 2010). Each of these characteristics allows the
biopsychosocial model to neatly align with RT’s treatment approach and philosophical
underpinnings.
Recreation Therapy in Treatment
When considering the role of RT for individuals with SUDs, it is worth noting that leisure
and recreation are associated with improved stress coping (Hutchinson, Bland, & Kleiber, 2008).
Improved stress coping relates to leisure’s association with additional social support and with
increased self-determination that is reflected in the personal choices people make regarding their
leisure time (Coleman & Iso-Ahola, 1993). Additionally, participation in leisure and recreation
can help individuals manage grief, illness or disability, and deleterious circumstances
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(Hutchinson et al., 2008; Kleiber, Hutchinson, & Williams, 2002). Unfortunately, many
individuals started using substances as part of their leisure lifestyle before conceding that same
lifestyle to the course of their SUD (Keesmaat, 1998). As such, many individuals who enter
treatment have lost their connection to a leisure lifestyle and have seen their lives increasingly
dominated by their substance use (Page & Townsend, 2017). However, spending time in
recreation programs may help promote recovery especially in community settings (Fenton et al.,
2017). Additionally, according to a metanalysis conducted by Fenton et al., (2017), providing
recreation opportunities and experiences has consistently been shown to improve psychological
functioning, have physiological benefits, improve physical health, enhance practical skills, and
lead to cognitive improvements among people with mental health disorders. Beyond these
personal benefits, individuals experience social benefits including expanded social networks,
social connection opportunities, improved social skills, and socially inclusive activities (Fenton
et al., 2017).
Within the treatment realm, it is the CTRS’s role to help individuals with SUDs find
meaningful leisure activities that help them find balance in their lives (Keesmaat, 1998). Beyond
the personal and social benefits highlighted above recreation and leisure can help develop coping
skills including relaxation, problem-solving, assertiveness, stress management, and decision
making (Keesmaat, 1998). These skills can then help individuals better cope with difficult
emotions like disappointment or frustration (Keesmaat, 1998). Ultimately, RT is a useful
intervention in the treatment of SUD because it addresses the needs of individuals across several
domains and meets key biological (e.g. physical fitness), psychological (e.g. improved stress
coping), and social needs (e.g. decreased social isolation). The following sections will highlight
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some of the specific interventions that CTRS’s may use when working with individuals with
SUDs.
Wilderness and Adventure Therapy. Wilderness therapy is an intervention typically
used with adolescent populations with behavioral health conditions (Bettmann, Russell, & Parry,
2012). The wilderness environment provides an opportunity for individuals to work together and
experience life without modern comforts (Bettmann et al., 2012). Adventure therapy (of which
wilderness therapy is typically considered a part) emerged as an adjunct to traditional group
therapy during the 1960s (Gillen & Balkin, 2006). Most successful adventure therapy groups are
tailored to specific groups, promote long term change, develop new coping skills, and improve
social interactions (Gillen & Balkin, 2006). The activities can be used in a variety of settings
including inpatient facilities, hospitals, and community clinics (Russell, 2001). Due to the
potential risks of such programs, it is critical that wilderness therapy programs employ
appropriately trained therapeutic staff along with other specialists (Russell, 2001).
Research into wilderness therapy has benefited from the establishment of a database that
collects information on critical processes and outcomes (Norton et al., 2014). Generally,
wilderness therapy has been shown to improve overall functioning among adolescents who
participate by decreasing stress related to their behavioral health conditions (Norton et al., 2014).
One study highlighted improvement among youth with mental health disorders. Bettmann et al.
(2012) conducted a study examining specific elements that can affect outcomes during
wilderness therapy among adolescents. The researchers found that wilderness therapy was
effective at reducing mental health symptomology among their sample (Bettmann et al., 2012).
Further, clients’ readiness to change was not necessary for wilderness therapy to be effective
(Bettmann et al., 2012). Additionally, work by Massey Combs et al., (2015) found that despite
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entering an adventure therapy program with “significant emotional and behavioral dysfunction”
(p.10) study participants were able to make significant changes and maintain those gains up to 18
months following discharge. In relation to SUD treatment, Russell, (2007) found significant
reductions in substance use post-treatment, with the largest declines in use being among those in
residential care rather than community-based aftercare settings.
This sample of research related to the efficacy of using adventure therapy in mental
health and SUD treatment settings supports the work done by CTRS’s. Adventure therapy can
help promote problem-solving and communication deficits among individuals and lead to
sustained gains in emotional regulation and abstinence. Given this range of benefits, adventure
therapy offers recreation therapists an effective tool in helping people develop recovery related
skills.
Physical Activity and Exercise. Physical activity and exercise remain significant
interventions in the treatment of SUDs despite advances in both pharmacologic and
psychotherapeutic interventions (Zschucke et al., 2012) Physical activity and exercise has been
shown to have physical and psychological benefits including several mental health conditions
that co-occur with SUDs, such as depression and anxiety (Miller, 1994). Moreover, a pilot study
exploring the benefits of aerobic exercise during SUD treatment conducted by Brown et al.,
(2010), found that not only did individuals receive the expected physical benefits of participating
in aerobic exercise, (e.g. improved cardiovascular health), they also showed a significant
increase in days of abstinence over those who did not participate in the program. However,
Brown et al (2010) point to a concern regarding the use of physical activity and exercise; the
general paucity of research showing effective interventions, a position supported by the work of
Linke and Ussher, (2015). In their later study, Linke and Ussher (2015) report that this lack of
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research into physical activity and exercise as effective adjunctive therapies for people
recovering from SUD, makes it difficult to draw strong conclusions on such programs’ efficacy.
However, the lack of research into the adjunctive utility of physical activity and exercise did not
mean that exercise does not have positive physical, psychological, and social benefits (Linke &
Ussher, 2015). Finally, with the volume of information espousing the benefits of physical
activity and exercise in recovery, Williams and Strean, (2008) examined whether such
interventions can be fitted into the stage an individual is at in the transtheoretical model (TTM).
Within this approach the authors recommend prohibiting any individuals who may still be
actively using substances from the intervention, using the TTM to determine physical activity
readiness, tailoring any intervention to treatment goals, understanding patterns of drug use and
exercise for each patient, selecting physical activities that work within the overall treatment
program, and using only using appropriately trained staff to run the intervention (Williams &
Strean, 2008).
When considering the evidence in favor of physical activity and exercise in treatment
alongside the work of Williams and Strean (2008), it becomes clear that CTRS’s should be
running physical activity and exercise programs within their facilities. Indeed, looking over
Williams and Strean’s (2008) list, many of those functions fall within the CTRS' scope of
practice and are already being implemented in many cases across the country. To this end,
CTRS’s are using a range of activities including (but by no means limited to); yoga, running,
aerobic workouts, aquarobics, Zumba, hiking, and a range of different sports. Across this range
of physical activities, CTRS’s can offer programming that can improve patient wellbeing across
several wellness domains.
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Stress Management. Stress management in recovery from SUDs. Stress management
can take several different forms and be worked on in a group or one on one setting. Stress
management can be delivered using a psychoeducational approach or it can be more experiential.
While stress management as an intervention has very limited research, research has been
conducted its constituent parts. Varvogli and Darviri, (2011) conducted a review of several stress
management techniques that are intended to lower stress and improve overall health. The paper
examined progressive muscle relaxation, autogenic training (self-relaxation), relaxation
response, biofeedback, guided imagery, diaphragmic breathing, transcendental meditation,
cognitive behavioral therapy, mindfulness-based stress reduction, and emotional freedom
technique (Varvogli & Darviri, 2011). Following a review of each of these techniques Varvogli
and Darviri (2001) reported that “current research findings support the notion that evidencebased stress reduction techniques can lower stress levels …, resulting in reduction of disease
symptoms, lowering of biological indicators of disease, prevention of disease and/or
improvement of patient‘s quality of life” (p.80). While Varvogli and Darviri, (2011) drew a
broad brush across stress management techniques Chang and Sommers, (2014) focused their
work on acupuncture for craving and anxiety reduction. This study found that following just one
intervention session craving and anxiety levels among subjects dropped significantly and with
continued participation cravings continued to decline (Chang & Sommers, 2014). One final study
examined the role that leisure counseling might play in developing stress coping strategies.
Juniper, (2003) defined leisure counseling as “the systematic reworking and directing of hobbies,
activities, and interests to broad therapeutic purposes” (p.8). Juniper (2003) explored how such
an intervention may be used to develop stress coping by stimulating choice in recreation,
matching those choices to individual needs, and reinforcing the therapeutic process. However,
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since this was a new field of study there was little evidence as to its efficacy as a means of
managing stress.
Stress management techniques are widely taught by CTRS’s in SUD treatment programs.
In a similar fashion to physical activity and exercise, CTRS’s use a range of interventions based
on their knowledge and resources, as well as the needs of the population they are working with.
Further, CTRS’s can receive a range of certifications and training in many of these techniques to
further improve their service delivery and patient outcomes.
Leisure Education. A primary intervention when working with individuals with SUD is
leisure education. Leisure education is an intervention designed to help individuals overcome
barriers to participation and reduce boredom. Leisure education is a person-centered intervention
that focuses on four elements: 1) leisure awareness, 2) social interaction, 3) leisure activity skills,
and 4) leisure resources (Stumbo & Peterson, 1998). The intended outcomes include
development of decision-making skills, increasing leisure related knowledge, and self-awareness
related to leisure (Stumbo & Peterson, 1998). While there is research demonstrating leisure
education’s capacity to help people with special needs, its utility is much wider and has been
shown to be effective in a variety of settings including mental health counseling and social work
(Carruthers, 2002; Chandler, 1997; Cogswell & Negley, 2011; Dieser, n.d.; Link & Williams,
2015). Leisure education can be used to help individuals develop a balanced lifestyle that
highlights the importance of leisure in recovery (Chandler, 1997). Further, leisure education can
provide a place for practicing new skills, developing competence, and improving social skills
(Chandler, 1997). Research has also shown leisure education to be an important tool for
developing new coping skills in recovery (Carruthers, 2002), improving community reentry
(Link & Williams, 2015), and supporting autonomy development (Cogswell & Negley, 2011).
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Leisure education can be delivered individually and/or to groups in treatment settings. This
intervention can be used to help individuals overcome constraints on participation and help them
access enjoyable activities and related support networks that can help them maintain their
recovery. Unfortunately, due to lack of trained staff, leisure education is rarely followed up in a
supported manner in community residence settings (Page & Townsend, 2017). Ultimately,
service providers have an important role in ensuring that patient assessments are followed, and
that discharge plans adequately account for the environment the individual is (re)entering.
However, too often these programs rely on didactic delivery, leaving people in early recovery
with lots of abstract knowledge and little support when they need to find and engage in new
recreation activities (Page & Townsend, 2017).

The Role of Program Staff in Recovery
For individual’s in early recovery who enter residential programs it may seem that the
most likely source of support and helping to build a recovery-oriented leisure lifestyle are the
treatment professionals who run the programs. However, there is no research into the role played
by treatment staff in helping individuals access leisure. Moreover, research into staff attitudes
and how they influence treatment outcomes suggest a more complex relationship involving
issues of stigma, culture, accountability, and ongoing changes to treatment processes. While
these issues help shape the interpersonal dynamic between staff and residents, the exact role they
play in influencing leisure choices remains unclear. This section will review the literature related
to staff attitudes in treatment and recovery and what is known about how those attitudes
influence treatment processes and outcomes.
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Despite improvements in recent years, accessing treatment for SUDs remains challenging
with many individuals experiencing discrimination and stigma at the hands of healthcare and
treatment professionals, especially in primary care settings where initial engagement may take
place (Gilchrist et al., 2011). Indeed, among medical professionals, regard for individuals with
SUDs is lowest among general practitioners (Van Boekel et al., 2014), while nurse attitudes
toward individuals with SUDs were often shaped by perceptions of violence, manipulation, and
irresponsibility (Ford, 2011). Unfortunately, experiences of discrimination are expected among
those seeking SUD treatment in part based on experiences in wider society as well as lived
experience in treatment (Brener et al., 2012). The expectation of discrimination may be amplified
by low self-esteem on the part of the individual seeking treatment or greater sensitivity to
discriminatory actions on the part of treatment professionals (Brener et al., 2012). Fortunately,
staff attitudes have been shown to improve with greater familiarity with substance use problems
and greater exposure to this patient type (Van Boekel et al., 2014). Familiarity and exposure may
also be aided by increased training and support especially around decision making in treatment
(Howard & Holmshaw, 2010). However, improving perceptions of the individuals seeking
treatment may prove more challenging and require wider agency change.
Wider agency change is more than writing new policies and often involves a shift in
culture. For example, one study found that establishing a constructive culture was found to be
more important than strong recovery programming in improving perceptions of agency support
among individuals receiving services (Clossey & Rheinheimer, 2013). Key elements of the
constructive culture included encouraging higher rates of job proficiency among staff, having
low stress environments that seek to engage the individuals being served, and encouraging
program functionality to meet individual needs.
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In addition to agency culture, it is also worth considering regional or national attitudes
and how these may be communicated to individuals receiving services. In one study of French
and Finnish treatment professionals, differences were found in attitudes regarding responsibility
as it related to substance use as well as the addictive nature of substances (Koski-Jännes et al.,
2016). Recognizing the wider cultural context of treatment is an important consideration when
establishing treatment approaches and planning how the staff, who will ultimately be
implementing the program, are going to be communicating information to the individuals they
serve.
Research examining staff concerns about treatment approaches found concerns related to
changes in treatment approaches (Brekke et al., 2018). Specifically, professionals were worried
that moving toward recovery-based practice might give the impression of discrimination on the
part of the individual receiving services. These concerns centered around the professional’s need
to balance skill development and mastery with helplessness in the individual being served, being
directed while also being non-judgmental, and balancing abstinence with harm reduction
approaches. Such concerns lead to trepidation among professionals in implementing recoverybased practice, a theme that is echoed in other treatment approaches and influence the
implementation of evidence-based practices in the treatment of SUDs and other mental health
disorders.
Uncertainty around new concepts or treatment approaches affects the information
individuals receive on their condition and limit access to new theories or ideas that can help
inform the recovery process. There remains a gap between current theory around SUDs and
recovery notably in relation to neuroscience (Barnett, 2019). This gap in how clinicians present
information on how substance use can impact the brain to patients, or chose not to, is often based
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on the professional’s personal beliefs rather than the needs of the individuals in treatment or
current science about SUDs (Barnett, 2019).
Given the gap between theory and practice in SUD treatment, it might appear that the
staff is resistant to implementing evidence-based practice. However, one study found more than
80% of SUD staff supported increased used of evidence-based practice alongside other more
traditional treatment approaches (Forman et al., 2001). In this same study, those who had
received more formal education tended to be more progressive, rejecting confrontation as a
treatment approach, and more in favor of the use of medication to support recovery (Forman et
al., 2001). Unfortunately, even among those with formal education, the use of medication
assisted therapy was only supported by a minority (39% versus 34% of those with no formal
education) highlighting continued resistance within the SUD field to medication in the treatment
of SUDs (Forman et al., 2001).
A later study found that a substantial proportion of treatment professionals remained
unaware of the effectiveness of buprenorphine (Knudsen et al., 2005). Several predictors
indicated counselors’ attitudes to buprenorphine including receipt of buprenorphine-specific
training, educational attainment, years of experience, and 12-step orientation (Knudsen et al.,
2005). While these studies are older and more recent studies show increased awareness and
acceptance of MATs as a treatment approach (Roberto et al., 2014b), stigma remains a factor in
the discussion of MATs with individuals seeking treatment.
While professionals’ attitudes around MAT have improved over the past twenty years,
other treatment approaches remain a cause of ongoing debate. One such approach is contingency
management. Contingency management (CM) is the use of tangible incentives to encourage
treatment compliance. A study examining the attitudes 731 staff toward CM found that
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professionals with more experience and higher levels of education were more likely to endorse
contingency management. The study also found that adaptability and openness among those
surveyed were likely to indicate an acceptance of CM as a treatment approach (Aletraris et al.,
2015).
While approaches to the treatment of SUDs continue to evolve and incorporate new
medicines and interventions, such as CM, one element remains consistent, the use of mutual selfhelp groups. Of these groups and despite their role in the history of SUD treatment in the United
States, AA and twelve step groups remain a conversation point among SUD staff. A study
examining links between treatment and twelve-step groups in the UK found generally weak links
between some professional treatment services and self-help groups (Day et al., 2005). Moreover,
only 10% of respondents reported using the twelve-step model as a treatment approach. Findings
suggested a link between the professional’s reported level of spirituality and their likelihood of
referring individuals to AA or NA meetings (Day et al., 2005).
Given the potential role staff may have in shaping the attitudes of those they serve, it is
vital that they are effectively trained on the value and use of a range of interventions. Moreover,
they should be helped to discuss these programs in a consistent manner that communicates
support. To improve training and staff ability to discuss programs, agencies should consider their
culture and how that culture shapes the attitudes of individual with SUDs who are receiving
services as well as the staff. Unfortunately, while there is some evidence demonstrating the
influence staff have over SUD and MHD treatment and programming, there is no research that
considers how their personal attitudes toward leisure influence programming nor is there
information on how the individuals’ in services personal attitudes toward leisure shape programs.
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Theoretical Framework
This section will provide a review of Leisure constraints theory developed by Crawford
and Godbey (1987) which will serve as a theoretical foundation of this dissertation.
Leisure Constraints Theory
Crawford & Godbey's, (1987) leisure constraints theory proposed three types of
constraints on leisure participation: intrapersonal, interpersonal, and structural. The theory
viewed these constraints as presenting variables that influenced the leisure
preference/participation relationship and ultimately leisure choices (Crawford & Godbey, 1987).
This theory expanded more traditional views on barriers to participation which typically viewed
them as being unidimensional. Within this theory, intrapersonal constraints relate to the decisionmaking process, internal to the individual, around preferences and perceived barriers.
Interpersonal constraints were seen as the result of a lack of communication between individuals’
about their intrapersonal constraints or the relationship between individuals’ personalities and
traits (Crawford & Godbey, 1987). For example, an individual who is in recovery from substance
use disorder may experience anxiety about interacting with people who are not in recovery, but
not in active SUD, limiting their ability to create new relationships, within this process they will
make choices about what to share regarding their leisure preferences (intrapersonal). The
reluctance to interact with people who are not in recovery will affect the types of people they
meet and in turn the leisure they engage in. The final constraint category is structural. This
category includes (but is not limited to) a range of factors relating to life cycle stage, financial
resources, season, and work (Crawford & Godbey, 1987). Crawford, Jackson, and Godbey
(1991) would go on to produce the Hierarchical model of leisure constraints theorizing that
intrapersonal constraints allow for the formation of leisure preferences, while interpersonal
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constraints allow for some judgment about interest in participation. Only once the interpersonal
constraints have been overcome can structural constraints be considered (Crawford, Jackson, &
Godbey, 1991) Later work by Jackson, Crawford, and Godbey, (1993) would begin to consider
how leisure constraints could be negotiated by the individual. This work suggested constraints to
participation are negotiated by individuals in different ways depending on opportunities and
resources. Further, the authors suggested that constraints do not necessarily mean nonparticipation. Instead, individuals negotiate constraints so that they can participate. Finally,
participation that has been negotiated to overcome constraints is different from that for
individuals who faced no constraints on their participation. Negotiated participation may mean
schedule changes or decreased frequency of participation (Jackson et al., 1993).
The biggest criticism of leisure constraints theory is that it fails to address the complex
and fast-moving factors that shape a person’s leisure choices (Samdahl & Jekubovich, 1997).
Further, even within the constraint negotiation process, the underlying assumption is that
constraints are simply the opposite of facilitators and that if constraints are removed people will
participate in leisure (Raymore, 2002). However, factors such as lack of interest, often cited as a
constraint, may not in itself be a constraining factor; after all, not everyone wishes to participate
in every leisure activity (Raymore, 2002). In considering leisure participation Raymore (2002)
describes it as “freedom from” (p. 39) constraints and “freedom to” (p. 39) participate.
Ultimately, Raymore (2002) acknowledges both constraints and facilitators serve to influence
leisure to participate but notes that “[t]he presence of a facilitator does not necessarily imply that
an equivalent constraint has been overcome, as would be the case if the two concepts were
opposites” (p. 40).
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Conclusion
This literature review has sought to highlight the importance of this study and grounded it
in literature related to substance use, recovery, leisure and recreation, SUD treatment, the role of
program staff in recovery, how staff and program factors can shape resident outcomes, and
leisure constraints. This review has examined the history of SUD treatment in the United States
and examined modern approaches. The review then moved on to consider recovery before
exploring leisure and its role in the recovery process. To gain further insight into the nature of
leisure in recovery, this review went on to examine leisure and its application in treatment,
outlining various strategies that may be used to help reconnect individuals in recovery with
leisure through RT services. Further, this chapter highlighted the value of developing new social
connections in early recovery. Finally, this chapter provided an overview of leisure constraints
theory and its role in leisure participation. In short, this chapter has made the case that there is a
gap in the literature around the influence residential treatment staff have in facilitating or
constraining leisure among individuals in early recovery in their care. Moreover, this gap in our
knowledge limits our ability to help these staff develop more effective programs that can aid the
individuals in their care in developing a recovery-oriented leisure lifestyle.

Rationale of this Study
This study is intended to develop new insights into constraints to leisure and recreation
among individuals in recovery from SUDs living in community residencies. Further, this study is
intended to develop new insights into the influence residential treatment staff have in leisure
access and leisure participation among the individuals in early recovery. Interpretation of the
study’s results will explore how staff might be better able to encourage leisure participation and
remove some constraints on leisure involvement for residents. To date, there is no research on
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the role treatment staff have in helping individuals in early recovery access leisure and this study
seeks to address this gap in the literature.
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CHAPTER THREE
METHODS

This study used a sequential multi-phase mixed methods case study design (Creswell &
Plano Clark, 2018). The design consisted of three phases. Phase one of the study collected

qualitative data from paired/triad interviews groups with program residents. Phase two of the
study used the Leisure Meaning Inventory (LMI) (Schulz & Watkins, 2007) to measure the personal
meaning of leisure to residential staff working with individuals in early recovery and the residents
they are working with. Phase three recruited staff members who completed phase two for 1:1
interviews to explore issues around leisure motivation and how they view their role in providing
leisure access and programming for residents. The purpose of this approach was to guide an in-

depth exploration into residential staffs’ role as facilitators or constraints on leisure participation
among the individuals living in the community residences.

Study Design
A sequential multi-phase mixed method design was selected for this study as it allowed for
greater understanding and comparison of the complex relationship between staff and residents and
their respective views on leisure access during early recovery (Creswell & Plano Clark, 2018). The
end goal of the study was to generate and describe an account of the relationship that the respective
parties (staff and residents) have around leisure meaning and leisure programming. However, to meet
this goal, multiple phases of data collection were required. Further, these stages each helped shape
the subsequent stage of data collection allowing for multiple perspectives to emerge through the
research process (Creswell & Plano Clark, 2018). Philosophically, this approach aligns most closely
with a constructivist approach and leans heavily on qualitative research approaches (Creswell &
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Plano Clark, 2018). Further, this study followed a sequential design with data from each phase being
mixed to produce rich description and interpretation of participants’ beliefs and experiences
(Creswell & Plano Clark, 2018). Information on this process can be viewed in the data mixing
section later in this chapter.

Research Question and Specific Aims
This study sought to answer the following research question: To what extent does the
leisure meaning of residential program staff and residents influence residents’ leisure access in a
program focusing on early recovery from SUDs?

•

Specific Aim 1 (QUAL): To identify leisure constraints experienced by individuals in

early recovery from SUDs during their time in community residences.

•

Specific Aim 2 (QUAN): To compare leisure meaning between residential staff

and residents with SUDs.
o H1: Staff at the community residences will have significantly higher scores on
the LMI on value in their personal leisure
o H2: Residents of the community residences will have significantly higher
scores on the LMI related to leisure as part of recovery than staff
o H3: Residents and staff at the community residences will not score
significantly differently across the LMI’s four subscales
•

Specific Aim 3 (QUAL): To explore staff perceptions of leisure and gain insight

into how staff make choices around leisure programming.
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Design of Study: Overview of Phases
To address the main research question, this study will consist of three distinct phases with
qualitative, quantitative, and qualitative data being collected at each stage respectively. A model
displaying the study design and progression of the study through these phases can be seen in

Qualitative Analysis

Conduct Staff Interviews

Subject Recruitment

Quantitative Data Analysis

Administer Leisure
meaning Inventory to
Staff and Residents

Subject Recruitment

Qualitative data analysis

Interviews Facilitated

Interviews Scheduled

Subject Recruitment

Figure 3.1.

Qualitative

Quantitative

Qualitative

Phase 1
Resident Interviews

Phase 2
Leisure Meaning
Inventory
administration with
Staff and Residents

Phase 3
Follow up
interviews with
program staff

Flow of activity
Figure 3.1 Phases and progression of study
The purposeful selection of methods meant that parts of the study worked better in
concert to help explore the role staff attitudes and beliefs have in shaping leisure constraints for
individuals in early recovery living in community residence programs (Mason, 2006). A logic
model for this study can be seen in Figure 3.2.
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Purpose: To explore leisure meaning among staff and residents at community
residences for individuals in early recovery from SUDs and to understand how leisure
meaning among staff and residents shape leisure access and leisure constraints in the
program.

Resources:
- ability to
administer
surveys
digitally
- pool of
potential
participants
- Supportive
agency
Constraints:
- Time for
study
- Transient
population
- COVID-19
restrictions

Activities:
- Resident
interviews
- Leisure
Meaning
Inventory
- Critical case
individual
interviews
(staff)

Outputs:
- Understand
constraints to
leisure in
early recovery
- Insight into
leisure
meaning
among staff
and residents
- Insight into
whether, or
not, staff
attitudes
shape leisure
access in
residential
programs

Effects:
- Increased
understanding
of how staff
can support
leisure access
- Improved
program
outcomes
- Enhanced
staff training
opportunities

Context: While staff attitudes may influence treatment outcomes and access to support
groups, there is no research showing how staff attitudes toward leisure may influence
programming decisions or leisure participation among individuals in early recovery.

Figure 3.2 Logic model for this study
Selection of Participants
Participants were selected from community residences located in an urban center in
Central New York State. The four sites selected for this study consisted of one female and three
male residences. Community residences provide a supportive environment and offer program
meetings, communal meals, fellowship during treatment, and mutual aid groups. However,
community residences do not provide treatment services, rather residents attend outpatient
treatment at local treatment centers. While support staff is available within the community
residence they are typically more concerned with case management functions and assisting the
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patient with finding ancillary supports beyond their time in the community residence (NIDA,
2015).
The community residence population was selected because they are expected to find
ways of occupying themselves outside of treatment obligations, but often receive limited support
or guidance in how this time should be used. Further, this group has traditionally been able to
access different services in the community, but often lack appropriate knowledge or resources to
do so. Participants were asked to volunteer for interviews as part of phase one initially, then the
second round of recruitment sought volunteers to participate in the survey among both staff and
residents. Phase three participants were sampled from the staff who participated in phase two
based on their survey scores.
Sampling Approach
Conducting mixed methods research presented sampling challenges as both qualitative
and quantitative approaches needed to be considered in the sampling plan (Onwuegbuzie &
Collins, 2007). However, there were guidelines that could be followed when developing a
sampling design. The study was conducted with individuals living and working in community
residences; as such, the primary sampling technique used was purposeful sampling across all
phases of the study.
Purposeful sampling provides a non-random means of ensuring certain groups or
individuals are represented in the in the final sample of the study (Robinson, 2014). This method
was selected by the researchers as it allowed for the selection of individuals from the target
population and their inherent knowledge and experience related to leisure and recreation while
living in the community residences during early recovery. Criterion based sampling was used for
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phases one and two of the study, with critical case sampling being used to select interview
candidates during phase three (Harsh, 2011a).
For phase three’s critical case sampling, interview participants were selected based on
their initial survey scores. Selection of participants focused on individuals who scored high or
low on the LMI-S. Sampling was prioritized among staff with the larger standard deviations and
sampling continued among staff with lower standard deviations. The rationale behind this design
was to determine if there was a difference in attitudes between staff who score higher or lower
on the LMI in their use of leisure in the program. An overview of the study sampling plan is
presented in Table 3.1.
Table 3.1 Overview of the Study Sampling Plan
Phase
Sampling method
Phase One
Purposeful Sampling –
Criterion (Paired/Triad
Interviews)
Phase Two
Purposeful Sampling –
Criterion (Survey)
Phase Three
Stratified Sampling – Critical
Case (Interviews)

Final sample size
12 Residents
23 Staff
31 Residents
7 Staff

As appropriate to this type of sampling procedure, clear inclusion/exclusion criteria were
established to ensure participants met study requirements (Harsh, 2011b). The key criteria for
phases one and two of the study included being current residents of the community residences at
the time of involvement in the study and remaining free from the influence of substances during
involvement. For phases two and three, staff needed to be current employees working at one of
the community residences and have done so for at least one month at the time of the survey.
Further, they needed to be regularly working in the program (full or part time) and to have some
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role in developing the residences program. Accordingly, administrative support staff were not
eligible to participate in this study. Inclusion/exclusion criteria can be seen in Table 3.2.
Table 3.2 Inclusion/exclusion criteria for the three phases of this study
Phase 1

Inclusion/Exclusion Criteria

Resident
•
interviews
•

Must be a current resident, or have lived at one of the four
community residences included in the study within the past six
months
Must be free from the influence of mind-altering substances at the
time of the interviews

Phase 2
Staff and
Resident
surveys

•
•
•
•

•
•
•

For Staff:
Need to be currently working in a community residence included
in this study
Must have worked at a residence for at least 1 month
Need to be regularly scheduled on either first or second shift
Need to have some influence on residence programming and have
a role as a program director, team leader, case manager,
counselor, clinical intern, or counselor aide.
For Residents:
Must be a current resident at one of the four community
residences included in the study at the time of the initial survey
Must be free from the influence of mind-altering substances at the
time of the interview
Must have been a resident at one of the community residences for
at least 4 weeks prior to participating in the survey.

Phase 3
Staff
•
interviews •
•

Must have previously completed Leisure Meaning Inventory
Must have worked at the community residence for at least a
month
Need to have had some influence on residence programming and
have a role as a program director, team leader, case manager,
counselor, clinical intern, or counselor aide.
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Treatment Fidelity
Treatment fidelity is a check on the procedures being employed in research that helps
ensure that interventions used within a study are delivered consistently to avoid confounding
variables (Borrelli, 2012). While this is not an intervention study, maintaining fidelity to the
research design remains important as treatment fidelity influences many factors related to study
processes and outcomes. Among these outcomes, fidelity is particularly important in its
contribution to the researcher’s ability to develop appropriate conclusions and whether to
replicate a given study (Bellg et al., 2004). To this end, this study has included the documents
shown in Table 3.3 to provide additional detail on key processes within this study’s design.
Additional details on each document will be contained in the relevant sections below.
Table 3.3 Fidelity Documents and Appendices
Document
Reflexivity Statement
Focus group process
Resident interview guide
Leisure Meaning Inventory (Staff)
Leisure Meaning Inventory (Resident)
Staff interview guide

Appendix
Appendix A
Appendix C
Appendix D
Appendix F
Appendix G
Appendix H

Reflexivity Statement
This study’s use of qualitative methods necessitates the inclusion of a reflexivity
statement. The purpose of this statement is to address how the investigator’s personal identity
and experience may influence the study and what steps are being taken to reduce that influence
has on the interpretation of results (Hiller & Vears, 2016). The full reflexivity statement can be
seen in Appendix A.
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Multiphase Study Design
The following section describes the study design by individual phases. Each section will
start with the phase design, sampling, data collection, and data analysis. After each phase has
been examined there is a section on data mixing followed by study limitations.
Phase One: Resident Interviews
The following sections outline the design, recruitment, data collection and data analysis
for the paired/triad interviews in phase one.
Phase One Design. The initial qualitative phase of the study represented the formative
data collection phase of the Nastasi et al’s (2006) model. This phase used resident interviews to
gather information on constraints to leisure participation while living in community residences
during early recovery. Participant responses were recorded and transcribed by the investigator.
Phase One: Recruitment and Purposeful Sampling. Criterion-based purposeful
sampling was used to recruit participants for phase one of the study. Participants were recruited
by the investigator. The investigator attended regularly scheduled house meetings and, at the
community center, a dedicated information session. After giving a brief overview of the project
and the inclusion/exclusion criteria the investigator passed around a signup sheet so that potential
participants could select the group, they wished to participate in. All potential participants were
contacted by the investigator via phone and email 24 hours prior to their scheduled interview.
Inclusion/Exclusion Criteria for Phase One. For the resident interviews, residents must
have been either a current resident, or have lived at one of the four community residences
included in the study within the past six months and free from the influence of mind-altering
substances at the time of the interview.
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Phase One: Data Collection. Following recruitment, participants were assigned to one
of three interviews based on availability. Participants recruited to attend interview sessions were
able to sign up for a specific session during recruitment meetings. An additional phone call
reminder was given 24 hours before the interview was scheduled. Each interview was scheduled
for one hour and facilitated by the investigator. Initial sessions were scheduled for lunch times,
when treatment groups were not scheduled, and lunch was provided. Due to poor turn out, later
sessions were scheduled at times more suitable to the participants based on their schedules,
refreshments were provided at these meetings also.
A single-category design (an approach that uses key stakeholders to develop projectspecific information) was used for the interviews in this study with participants drawn
exclusively from the residences being used in phases two and three of this study (Krueger &
Casey, 2015). Interviews were designed to gather information on constraints to leisure
participation.
Although the initial study design planned on three larger focus groups based on the
recommendation of Krueger and Casey (2015), a lack of attendance, despite a positive response
rate following recruitment meetings, necessitated the addition of more groups with fewer
participants including one session involving a single participant. Each meeting consisted of
between one and three participants which, as Ritchie and Lewis (2014) illustrate, meant a move
toward more of a paired interview or triad rather than the group format. In total, there were five
interviews held between October 21st, 2019 and December 16th, 2019. Resident interviews
involved 12 residents from across the four community residences.
Following informed consent collection. Each session was structured using Finch &
Lewis' (2003) five-stage guide designed to mirror the stages of group development. Within this
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framework, Finch and Lewis (2003) proposed the following stages: (1) scene setting and ground
rules; (2) individual introductions; (3) the opening topic; (4) discussion; and (5) ending the
discussion. The full script can be seen in Appendix D. All sessions were recorded using both
Otter.ai, an online automated transcription program, and an external digital recorder.
Phase One: Data Analysis. Following transcription using Otter.ai, directed content
analysis was conducted using the Dedoose online software platform version 8.3.17. Dedoose is
software designed for qualitative data analysis that allows users to share data between
researchers and collaborate on analysis. The software has a range of functions that enable
researchers to code, memo, and analyze data. For Phase one, Dedoose was used to complete
directed content analysis. Directed content analysis involved an initial read through of the
session transcripts followed by the assignment of codes to relevant sections of the text following
the directed content analysis process outlined by Hsieh and Shannon, (2005). Initial directed
codes were drawn from leisure constraints theory and centered around both constraints as
outlined within that framework (Hsieh & Shannon, 2005). This process began by identifying
broad categories, especially codes related to constraints of leisure. These codes were broadly
listed as intrapersonal, interpersonal, and structural with additional sub-codes developed for each
theme. Beyond these broad categories, other codes were allowed to emerge based on participant
statements where existing codes were not deemed appropriate by the investigator. Following
initial coding, the coded transcripts were sent to a second reviewer to check for consistency and
accuracy. Following feedback from the second reviewer, the investigator returned to the
transcripts and analyzed the data once more. This approach allowed for the recognition of
missing codes, incorporation of second reviewer feedback, and a more accurate assignment of
text to the initial coding structure (Assarroudi et al., 2018). While most of the information
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collected fit within the a-priori coding categories, per the study design, some data on resident
leisure choices was captured but is not reported in this article due to their ill-fit with the scope of
this paper.

Phase Two: Leisure Meaning Inventory Administration
Phase Two: Survey Recruitment Purposeful Sampling. Phase two of the study used
criterion-based purposeful sampling to recruit staff and resident participants from community
residences in an urban center in Central New York State. All facilities are operated by the same
treatment agency. For the staff surveys, participants were required to be currently working in one
of the community residences within the agency and were working in that residence for at least a
month prior to administration. Further, only regularly scheduled staff were eligible to participate,
this did not require fulltime employment as some part time or per diem staff work regular
evenings and weekends and may have offered additional leisure opportunities that fulltime staff
do not. As well as being regularly scheduled, only staff who worked either the first or second
shift were eligible to participate. These shifts were selected because there is potential for leisure
activity within the program during these shifts. Third shift was excluded because residents are
required to be in their rooms and no formal leisure activities are provided between midnight and
8am. Finally, staff should hold one of the following roles within the program: program director,
team leader, case manager, counselor, clinical intern, or counselor aide. These final two
conditions (shift and role) were intended to ensure that participants in the survey have some
ability to influence residence programming.
For the resident surveys, all participants were required to have been current residents of
one of the four community residences in the study at the time of the survey. Further, residents
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needed to have lived at the community residence for at least two weeks prior to participating in
the survey. This latter point was to ensure they have had exposure to residence programming and
were free of any probationary status within the program that might have limited their
participation in programming during the first couple of weeks. Finally, if selected, residents
needed to be free from the influence of mind-altering substances at the time of the interview.
Criterion-based purposeful sampling was selected for phase two survey administration.
Recruitment for this part of the study took place following the end of data collection for phase
one. For survey recruitment, the primary investigator attended scheduled staff/house meetings
virtually and provided a brief overview of the study to all staff/residents as well as the
inclusion/exclusion criteria. Staff and residents were given the opportunity to participate in the
survey which took approximately 10 minutes to complete once the informed consent information
had been reviewed. Copies of the survey instrument were delivered to the programs prior to the
scheduled meeting.
Inclusion/Exclusion Criteria for Phase Two. For phase two, only current employees
with at least one month of work experience at a residence were eligible to participate. Further,
participants needed to be regularly scheduled full or part time employees and work at least one
shift per week and have some role in developing the residences program. Administrative support
staff were not eligible to participate in this study.
Resident participants were required to be currently residing at a community residence at
the time of the survey, although they may have left by the time of the follow up interview.
Additionally, residents needed to have been a resident at one of the four residences for at least
four weeks prior to participating in the survey.
Phase Two: Data Collection. Phase two of the study used the Leisure Meaning Inventory
(LMI) (Schulz & Watkins, 2007) to measure the personal meaning of leisure to residential staff
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working with individuals in early recovery. The LMI was developed by Schulz & Watkins, (2007) as
a 26 question instrument of four subscales; passing time, exercising choice, escaping pressure, and
achieving fulfillment. Reliability testing showed an overall alpha of .81 and dimensional alphas of

(Passing Time = .74, Exercising Choice = .66, Escaping Pressure = .74, and Achieving
Fulfillment = .69). Beyond the four sub-scales three independent items were also used for
analysis purposes. These independent items encompassed statements one through three of the
LMI (1. “I think leisure is an important part of life”; 2. “For me, leisure contributes to the quality
of my life”; and, 3. “Overall, I am satisfied with my leisure experiences”). The LMI was
incorporated into a survey for staff (LMI-S). The LMI-S collected basic demographic information
to provide descriptive data on the sample, such as gender, education level, job title and recovery
status of the participant. A second survey was developed for administration to residents with a
modified demographic section. This version of the LMI also had a modified demographic section that
was specific to program residents and from here on will be referred to at the LMI-R. A copy of the
LMI-R instrument can be seen in Appendix H. Like the LMI-S, the LMI-R remained a 26-question
instrument of four dimensions; passing time, exercising choice, escaping pressure, and achieving
fulfillment. The LMI-R survey also collected basic demographic information; however, rather than
items such as job title and recovery status the LMI-R asked for information related length of
recovery, length of stay at the community residence, and whether the individual has previously
stayed at a residence.
Both surveys (LMI-S and LMI-R) took approximately 10 minutes to complete after the

informed consent information had been reviewed. Hard copies of the survey instrument were
delivered to the programs prior to the scheduled meeting.
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Phase Two: Data Analysis. Quantitative data gathered from administration of the LMI
was analyzed in IBM Statistical Package for Social Sciences 24 to calculate measures of central
tendency and check for the normality of the gathered data.
To compare staff and resident LMI scores, results were broken down into larger
categories, as shown in Table 3.4. The first four subscales, (Passing Time, Escaping Pressure,
Exercising Choice, and Achieving Fulfillment) were drawn from the LMI development process
as factors that showed the highest loading. Individual analysis was completed on three
independent items: statements one, two, and three as shown below. These latter three statements
were selected for individual analysis as they speak directly to the individuals’ current leisure
experience and its overall value in the individuals’ lives. Due to no scoring guidelines provided
for the LMI, mean scores were calculated for each category and compared between the two
samples.
Table 3.4 LMI analysis categories
Group Title
Passing Time

Escaping Pressure

Exercising Choice

Statement
8. Most of my leisure usually involves lazing around and doing
passive things.
20. Leisure serves just to fill the extra time in my life.
22. Leisure is doing nothing.
23. Leisure just occurs in my spare time.
25. To me, leisure is all about doing inactive things.
5. Leisure allows me to escape the pressure of my daily routine.
15. Leisure is the time when I get to disengage from normal life.
16. Leisure occurs when I am able to take time out and get away from
everyday life.
9. To me, leisure stops being leisure when it needs to meet the
expectations of others.
12. Leisure is the time when I can be in control and do not have to
meet the expectations of others.
13. To me, leisure stops being leisure when other people put pressure
on me to perform.
24. Leisure to me is having my time free of responsibilities, to do
what I want to do and not the things I am obliged to do.
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Achieving
Fulfillment

17. Sometimes I get so engrossed that I forget about time and forget
about myself.

Additional
Independent item
analyses

18. I often find leisure is a time to reflect on life and discover a lot
about myself.
21. Sometimes I get so relaxed during my leisure it is almost spiritual
and that is satisfying.
26. Leisure allows me to feel connected to something outside of
myself.
1. I think leisure is an important part of life.
2. For me, leisure contributes to the quality of my life.
3. Overall, I am satisfied with my leisure experiences.

Phase Three: Targeted Staff Interviews
The following sections outline the design, recruitment, data collection, and data analysis
for phase three.
Phase Three: Design. During phase three, quantitative data previously collected through
administration of the Leisure Meaning Inventory (LMI) to community residence staff was used
to purposefully select staff to participate in critical case interviews. To develop an understanding
of staff perspectives on leisure programming at the community residences, a case study
methodology was selected for phase three. Case studies help explain and describe events in their
natural context and can aid in understanding policies or services (Yin, 2018) Additionally, using
case study within a sequential mixed methods design allowed for an in depth exploration of staff
perspectives and is appropriate when the study relates to clinical practice (Lalor et al., 2013).
Phase Three: Interview Recruitment Stratified Sampling. Phase three employed
critical case sampling, a stratified sampling method which selected a sample based on specific
characteristics of group members, in this case their scores on the LMI (Onwuegbuzie & Collins,
2007). Interview participants were selected based on their initial survey scores. Selection of
participants focused on individuals who scored high or low on the LMI. To determine high and
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low scores, the standard deviation of each person’s score was calculated and staff with scores
one standard deviation and higher were contacted for an interview. Sampling was prioritized
among staff with the larger standard deviations and sampling continued among staff with lower
standard deviations. The reason for this prioritization was to determine if a difference existed
between the attitudes of staff who score higher or lower on the LMI in their use of leisure in the
program. Participants selected for the interview phase of this study were free to decline
participation even if they consented to the initial survey.
Inclusion/Exclusion Criteria for Phase Three. For phase three, participants must have
completed the LMI survey administered during phase two of the study.

Phase Three: Data Collection. Interviews were conducted via Zoom online video
conferencing system and recorded using computer audio and a separate digital recorder.
Interviews used the staff interview script shown in Appendix G. The semi structured interview
protocol was developed based on the five step process outlined by Kallio, Pietilä, Johnson, and
Kangasniemi, (2016). This process involved first identifying prerequisites for using semistructured interviews (step one); before using information gathered during the literature review to
create a conceptual framework for the protocol (step two). Step three involved the creation of the
interview guide by the investigator and the dissertation committee. Interview questions were
developed by the investigator based primarily on information gathered during the resident
interviews, with the first pair of questions based on constructs presented in the LMI. The first
questions focused on the value of leisure to the individual being interviewed, as well as some of
their interests and reasons for taking part in those activities (e.g. What role does leisure play in
your life?). These questions were intended to expand on the quantitative data gathered from the
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LMI. The second question shifted the focus to leisure in recovery. Once again, the second set of
questions started broadly asking if the staff member thought leisure was important as part of a
person’s recovery (e.g. What are your thoughts on leisure as part of a person’s recovery
journey?). Follow up questions explored how the staff member developed their beliefs about
leisure.
The remainder of the interview focused on the staff members’ role in developing leisure
opportunities at the residence (e.g. What types of leisure programming do you promote or
facilitate for your residents?). These questions drew on information gathered during the resident
interviews in phase one and probed staff thoughts and attitudes on their role in leisure
programming. The final interview guide consisted of 11 main theme questions with two to six
follow up questions developed for each theme.
The instrument was pilot tested with student volunteers, in a substance use counseling
certification course administered by the investigator to check for timing, ease of use, and clarity.
This group of students were selected as they were reasonably representative of the staff sample
being used in the study, as they were all gaining work experience at community residences or
other treatment facilities in the region. Following IRB approval, the protocol was used to
complete all scheduled staff interviews. Interview participants were asked to review their consent
from the survey and reminded that their participation was voluntary prior to the start of
interviews to ensure they were aware of their rights and responsibilities as part of this study.
From the initial sample selected for interviews two staff had indicated in their surveys
that they were not interested in a follow up interview and a further four staff declined an
interview once contacted by the PI. The loss of these participants meant that the final sample was
spread across the sample with slight skew toward the lower end of scoring on the LMI. In total
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seven interviews were conducted by the PI via Zoom between September 9th, 2020 and October
4th, 2020.
Phase Three: Data Analysis. Qualitative data was transcribed using Otter.ai
transcription software then coded using Dedoose online software platform version 8.3.35.
Following transcription, all transcripts were printed and reviewed by the investigator and any
statements that the investigator felt were significant were highlighted. This formed the first part
of initial, or first cycle (Saldaña, 2015) coding. This level of coding focused on a broad sweep of
the data collected from interviews and began to identify codes within that data. Once all
transcripts were reviewed, highlighted passages were reviewed in greater depth as the
investigator examined the data for similarities for code development. The review and
highlighting of the transcripts completed the initial coding process of the phase three data which
was conducted using a values coding approach. Values coding applies codes to qualitative data
reflective of the participants’ world view, including their values, attitudes and beliefs (Saldaña,
2015). For phase three, values coding helped explore the relationship between staff attitudes and
beliefs about leisure and their delivery of leisure programming to program residents (Saldaña,
2015). Using this process, the investigator was able to develop an initial code book (See
Appendix I) and code all transcripts in Dedoose. These codes were then placed into Dedoose for
analysis during second cycle coding and refinement.
Once initial coding was complete a second round of coding, or second cycle coding
(Saldaña, 2015), took place. Second cycle coding seeks to refine data from the initial coding and
focuses on patterns within the codes. Second cycle coding explores issues around frequency,
sequence, similarity, and difference (Mod-U, 2016). For second cycle coding the investigator ran
code cooccurrence analysis in Dedoose searching for areas of convergence that could provide a
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visual representation of the coded data and help reveal patterns within the dataset. Pattern coding
allowed for the grouping of codes into fewer themes, concepts or categories (Saldaña, 2015).
Pattern codes are typically inferential and seek to identify emergent themes. Further, pattern
codes allow the broad data from the first cycle coding to be sorted into more meaningful
elements for analysis (Saldaña, 2015). This approach also allowed for visual sorting of data
within the cooccurrence matrix, making for more efficient resorting of codes for better alignment
with cooccurrence (Yin, 2018). Once completed all excerpts were downloaded to Microsoft
excel where they were reviewed once more based on the emerging themes of Leisure
appreciation, leisure “Choice”, COVID-19, and Programming. Once these initial themes were
established all excerpts were rechecked using a focused coding process. Focused coding was
used to determine if data fit within an existing theme or if a new sub-theme was needed. Focused
coding required the investigator to review all transcripts and assign codes using the themes and
sub-themes established during the axial coding process to ensure information had not been
missed. Recoded transcripts were then, once again, split into excerpts and saved in a Microsoft
Excel spreadsheet, with each sheet representing an individual theme and related sub-themes.
Once the transcripts were all saved as a series of excerpts by theme in the spreadsheet. Once this
process was complete final themes were established (Leisure appreciation, Programming, and
Leisure provision challenges) along with related sub themes based on presenting data.
Data Mixing
This section will review the data mixing processes between the three phases of the study.
Data Mixing: Phase 1, Phase 2, and Phase 3
In this research design, the qualitative data collected from the resident interviews in phase
one is going to help identify major constraints and facilitators to resident leisure. This
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information was used to inform phases two and three of the study. More specifically, interview
data helped establish what role, if any, residents felt staff have, or should have, in their leisure
while at the community residences. Following analysis of the resident interview data,
participants appeared to view staff and program structure as recurring constraints on their ability
to engage in leisure during their time at the community residence. However, from the data
analysis, it remained unclear as to how staff attitudes toward leisure may influence
programming. Moreover, while the resident interviews appeared to show differences between
staff and resident attitudes toward leisure within the program, there was no empirical evidence
supporting differences in attitudes toward leisure between staff and residents. Accordingly, the
analysis process and these findings, as well as a COVID-19 related delay, led to the use Leisure
Meaning Inventory (LMI) as a means of measuring the differences in leisure meaning between
the two groups (staff and residents).
Beyond the decision to use the LMI for Phase two, resident interview data was also used
to develop the staff interview guide used in phase three. Resident interview data was used to
develop eight of the eleven main questions of the interview protocol. The main elements of the
interview drawn from the resident interviews examined the staff members’ role in developing
leisure opportunities within the program. Interview questions were developed to gain insight into
staff thoughts and attitudes on their role in leisure programming and things they felt they could
or could not do to improve leisure provision in their particular program.
Data Mixing: Phase 2 and Phase 3
In phase three, data from the LMI-S was used to aid in the selection of interview
participants. The initial data analysis was used to select interview participants based on their
survey scores that were one to two standard deviations away from the group mean selected for
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follow up interviews. Therefore, phase two survey data informed selection of participants for the
interviews.
Data Mixing: Phase 3
A final data mixing step took place following phase three data analysis. This stage of data
mixing compared data from all three phases to find overarching areas of convergence or
divergence between the respective data sets (resident interviews, LMI scores, and staff
interviews).
The researchers used convergent data tables to directly compare the quantitative data
collected during phases one, two, and three respectively. A convergent approach seeks to assess
whether the data collected is consistent and to examine commonalities and differences between
the respective groups. Ultimately, the table should provide a joint display that integrates analysis
of the results allowing for easier review and discussion of results (Creswell & Plano Clark,
2018).
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CHAPTER FOUR
Manuscript 1
Leisure constraints experienced by people in early recovery from substance use disorders
Abstract
(between 150-200 words)

(a)

Study Purpose: While leisure may help develop recovery resources, individuals

in recovery from substance use disorders face a range of constraints to leisure
participation. Accordingly, this study sought to increase understanding of leisure
constraints experienced by individuals in early recovery living in community residences.
(b)

Methods: Participants were recruited from community residences and a recovery

community center. The study utilized a paired/triad interview methodology to collect
participant views on leisure constraints during early recovery. A priori coding categories
were based on the three types of leisure constraints (intrapersonal, interpersonal, and
structural) outlined by Leisure Constraints Theory.
(c)

Results: Staff and program structure impacted all constraint types. At the

intrapersonal level, residents felt unsupported in their leisure decision making leading to
self-doubt in activity selection. Interpersonally, residents discussed the challenges of
managing relationships and isolation. Structurally, residents perceived a lack of choice of
leisure resources, and constraints presented by the residences’ program structure.
(d)

Conclusions: This study found programs and program staff may serve as

constraints on residents’ ability to engage in new recovery-oriented leisure. To address
this, additional staff training and utilization of recreation therapists to help residents make
connections between recovery and leisure would be beneficial.
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Introduction
Long term recovery from substance use disorders (SUD) is an individualized and
complex psychosocial process of change (Laudet, 2007; Neale et al., 2014). This complex
process includes the development of internal and external resources (Buckingham, Frings, &
Albery, 2013). Internal resources may include recovery-oriented self-efficacy while external
resources may include social supports, for example (Buckingham et al., 2013; Haslam et al.,
2008). These resources can be developed through effective programs that educate patients on
available leisure and recreation opportunities, provide opportunities to try new activities, and
help patients incorporate recreation into their recovery lifestyles (Cloud & Granfield, 2008).
Complicating the change process further is the notion that as substance use progresses
from recreational use to disordered use, individuals lose the ability to focus beyond their next
substance use and become less interested in leisure (Keesmaat, 1998). In this regard, substance
use during their leisure time begins to deprive individuals of the means to experience pleasure
through healthier methods (Faulkner, 1991). Despite this disconnect between the individual and
healthy leisure, when individuals enter treatment for SUDs it is generally accepted that leisure
can be used as an alternative to substance use (Hood, 2003). However, despite leisure’s benefits
generally, its benefits for recovery are less clear (Hood, 2003).
Incorporating Leisure into Recovery
Unfortunately, many individuals enter SUD treatment with few connections to healthy leisure
activities. Further, these individuals are often experiencing significant disruptions in their personal
and social lives (National Institute on Drug Abuse, 2007). Often these disruptions lead to a loss of
social connection and support, leaving individuals with limited supports as their behaviors and
identities increasingly reflect attitudes related to substance use (Dingle, Cruwys, et al., 2015).
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Accordingly, individuals in early recovery face significant constraints on their leisure participation
and may require additional program support to build a healthy leisure lifestyle in recovery.

SAMHSA's (2012) working definition of recovery, “[a] process of change through which
individuals improve their health and wellness, live a self-directed life, and strive to reach their
full potential,” provides a broad definition of recovery. However, the working definition does not
specify particular changes individuals may need to make to relationships, behaviors, or beliefs as
part of the recovery process (Mooney et al., 2014), instead the working definition focuses on
recovery outcomes. Work by Kaskutas et al. (2014) explored the concept of recovery in more
detail and found that participants viewed being honest with oneself, handling negative feelings
with substances, being able to enjoy life without substances, growth and personal development,
reacting to life challenges in a balanced way, and taking responsibility for things in their past that
they cannot change were important (Kaskutas et al., 2014). This study underscores the potential
of leisure in helping people manage their recovery as a means of promoting individual growth,
honesty, and responsibility. However, given recovery’s subjectivity, there is a need for personcentered care that acknowledges personal preferences and constraints.
Leisure Constraints Theory
While leisure may offer benefits for individuals in early recovery from SUDs, access to
leisure often presents challenges. Crawford & Godbey's, (1987) leisure constraints theory
proposed three types of constraints on leisure participation: intrapersonal, interpersonal, and
structural. The theory viewed these constraints as presenting variables that influenced the leisure
preference/participation relationship and ultimately leisure choices (Crawford & Godbey, 1987).
Intrapersonal constraints relate to the decision-making process, internal to the individual, around
preferences and perceived barriers. Interpersonal constraints were the result of a lack of
communication between individuals about their intrapersonal constraints or the relationship
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between individuals’ personalities and traits (Crawford & Godbey, 1987). Finally, structural
constraints include factors relating to life cycle stage, financial resources, and work (Crawford &
Godbey, 1987). While later work (Crawford et al., 1991; Jackson et al., 1993) would place these
constraints into a hierarchy, the three core constraint categories remained. For this study, the
1987 model was followed rather than the 1991 hierarchy based on the exploratory nature of this
research and the overall goal of understanding constraints rather than exploring constraint
negotiation. As such, these core constraints, (intrapersonal, interpersonal, and structural)
provided the basis for this study’s understanding on the leisure related challenges facing
individuals in early recovery. Accordingly, the purpose of this study was to add to the
understanding of leisure constraints experienced by individuals in early recovery from SUDs
during their time in community residences.

Methods
The study used paired and triad interviews to gather information on the factors affecting
participants’ leisure. Being smaller in size than focus groups, paired or triad interviews can offer
a more individual focus while allowing participants to share ideas on presented topics. Therefore,
paired or triad interviews can be particularly useful in settings where participants are likely to
have a lot to contribute (Ritchie, 2003).
Participants were recruited from community residences and a recovery community center
in Central New York State. All facilities were operated by the same treatment agency. Study
participants were required to either be living in or lived in a community residence or other
treatment housing as part of their recovery. Participants were also expected to have been living in
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these residences for at least two weeks before participating. Finally, all participants were
expected to be free from mind-altering substances during the scheduled interviews.
Recruitment took place during regularly scheduled house meetings at the residences and a
dedicated information session at the recovery community center. Two rounds of recruitment
were completed at the residences and an additional session at the recovery community center.
Interviews were completed with 12 residents from four community residences over two
months. Participants were predominantly male (n=10) and were currently residing at a
community residence (n=10). This demographic is reflective of the disparity in numbers between
male and female residents at the four residences. Participants were mostly Caucasian (n=9) with
three participants identifying as African American and is slightly less reflective of the racial
makeup of the residences which are typically 60% Caucasian. Of the participants, two did not
live at a community residence, one resided at a private residence and the other in unregulated
recovery housing. The amount of time spent in community residences ranged from two weeks to
seven months with a mean length of stay of approximately two months. No other demographic
data was collected as part of the interview process.
Data Collection
Following ethics approval from a university IRB, recruitment and resident interviews
were initiated. Informed consent was obtained prior to the start of all interviews. Following
informed consent collection. Each session was structured using Finch & Lewis's, (2003) fivestage guide designed to mirror the stages of group development. Interviews were semi structured
and after being provided with a definition of leisure, participants were asked to share information
on their own leisure interests. Once this opening topic was complete, questions started to
examine participant thoughts on leisure access in the programs and their broader ideas about
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leisure in recovery. This main discussion also asked participants what they thought was needed
to improve their access to leisure while in the community residences. Finally, participants were
given the chance to share any other thoughts related to leisure in the community residence as the
interviews were brought to a close.
Three of the interviews were held in a central conference room at the outpatient treatment
clinic of the host agency. A fourth interview was held at a community residence and the fifth at
the recovery community center. Interviews were recorded using both a digital recorder and
computer audio.
Data Analysis
Transcription of interviews was completed using Otter.ai transcription software.
Transcriptions were then reviewed and edited by the researcher to ensure accuracy prior to
analysis. Following transcription, directed content analysis was conducted using
the Dedoose online software platform version 8.3.17 to assist with organizing the qualitative
data. Dedoose helped organize codes and sub codes into separate lists to enable easier review
and sorting of final coding categories. Directed content analysis involved an initial read through
of the session transcripts followed by the assignment of codes to relevant sections of the
narrative text following the directed content analysis process outlined by Hsieh & Shannon,
2005. A priori coding categories were based on the three types of constraints (Intrapersonal,
Interpersonal, and Structural) outlined by Crawford and Godbey (1987). Codes were assigned to
these categories based on the following operational definitions:
o

Intrapersonal constraints were factors relating to the individual’s internal
decision-making process, around preferences and perceived barriers (Crawford &
Godbey, 1987).
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o

Interpersonal constraints were factors relating to communication, or lack thereof,
between individuals about their intrapersonal constraints or the relationship
between individuals’ personalities and traits (Crawford & Godbey, 1987).

o

Structural constraints were factors relating to life cycle stage, financial resources,
season, work, and other resources the individual may need to access leisure
(Crawford & Godbey, 1987).

Following initial coding, as outlined above, the coded transcripts were sent to a second
reviewer to check for consistency and accuracy. Following feedback from the second
reviewer, the investigator reanalyzed the data. This second review of the data used the same
process as outlined previously with the addition of any missing codes, as identified by second
reviewer feedback, and a more accurate assignment of text to the initial coding structure
(Assarroudi et al., 2018). While most of the information collected fit within the a-priori coding
categories, per the study design, some data on resident leisure choices was captured but is not
reported in this article due to their ill-fit with the scope of this paper.
Reflexivity
This research drew on the primary investigator’s (PI) personal and professional
experience of working as a clinician in the SUD/MH field as well as with other marginalized
populations over a 20-year career. The lead researchers primary experience in this field has been
that of a trained and educated professional rather than service recipient or as an individual in
recovery.
As a credentialed therapist and former employee of the agency involved in this research,
the PI had to maintain fidelity to interview protocols to avoid undue influence of prior
knowledge or interviews turning into therapy sessions. Further, given the PI’s experience there
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was risk that a non-critical/atheoretical perspective could be taken when collecting data on this
population. This experience made memoing during interviews critically important as such insight
could have added value to the overall study. Additionally, this memoing helped provide context
of participant comments during analysis, helping the PI avoid assumptions based on lived
experience.
Finally, the PI’s experience and education with both SUD and leisure have created a
belief that leisure is a vitally important part in preventing and recovering from SUD. However,
while leisure can provide an important bulwark against developing SUDs and a critical support
for sustained recovery, it is the PI’s belief that many factors play a role in the development of
SUDs.
To address these concerns the PI worked with members of the research team to aid in the
development of interview protocols, review codes and coding categories, and review all results.
Accordingly, all information presented here has been reviewed by at least one other member of
the research team prior to dissemination.

Results
Data corresponding to the three categories of constraints are presented below. All names
provided in the following results are pseudonyms to maintain the confidentiality of the
participants.
Intrapersonal
The intrapersonal constraints coding category contained two distinct sub-codes: leisure
knowledge and recovery/safety considerations. These sub-codes were drawn from data gathered
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during the interviews and reflected participants’ internal decision-making process, around leisure
preferences and perceived barriers (Crawford & Godbey, 1987).
Leisure Knowledge
The most common code for intrapersonal constraints was the residents’ lack of leisure
knowledge. Typically, residents identified lacking knowledge of community-based leisure
options and how this restricted leisure choices or expansion of personal networks. As Earl stated,
“just having the knowledge about things that are going on in the wider community, …you know,
if you know what's going on, you'd be more likely to participate…” Christopher explained how
his lack of knowledge of community leisure options inhibited his development of effective
leisure habits, “I mean, [people should] find where leisure can fit into their recovery and…what
the importance is of it for [them].” Shawna added, “yeah, there's a lot of people that don't know
how to find time, don't know how to... be productive with their time.”
Recovery Considerations
The importance of maintaining recovery and finding recovery-oriented leisure activities
were also commonly reported by residents. Some participants reported feeling their recovery
would always influence their leisure choices, accepting that avoiding any drugs or alcohol was
important. Others were more circumspect, believing instead, that if there was no obvious use,
they would be able to make recovery-oriented choices and abstain from substance use. Ben
provided the clearest account of this belief stating, “I don't choose my leisure activities based on
the recovery potential, as long as there's no alcohol involved in 'em, I just do [an activity] for the
pure enjoyment of it.” However, Ben continued to describe a recent trip to a fair that he
consciously took with non-drinking friends, suggesting that his recovery plays a more significant
role in his leisure choices.
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Interpersonal
Interpersonal constraints are behaviors that typically reflect relationship problems
stemming from intrapersonal thoughts and feelings (Crawford & Godbey, 1987). The
interpersonal coding category encompassed residents’ concerns over the use of technology in the
programs and how it affected their ability to manage personal relationships.
Participants’ descriptions of managing relationships revolved around either inappropriate
communication or isolative behaviors. Participants expressed concern around “gossip” within the
program creating a lack of trust between residents. This lack of trust led residents to avoid
participating in certain activities and situations that could lead them to interact with others.
Residents believed that engaging in relationships with individuals displaying certain negative
social behaviors, like gossiping about other residents, would lead to other stressors such as
conflict. As such, residents saw gossip as a potential social problem that they believed could
threaten their nascent recoveries. Unfortunately, this belief led some participants to isolate. This
avoidance of potentially challenging relationships and isolation was recognized as being
unhealthy. However, participants felt isolating was a better option than socializing with people
who could put their recoveries at risk. This point was made by Steve, who commented “I know a
barrier for me, is … isolation…The fear of using again, the necessity of including that fear in
every equation, every move you make, for me keeping it on myself tends to make it easier for me
to isolate.”
Ben highlighted the role technology played in promoting isolation and constraining the
development of positive relationships. Ben focused on the availability of cell phones and laptops
among residents highlighting how technology presented a constraint to managing relationships,
stating “I think this [holding his cell phone up to the group], this is a huge problem with getting

83 | P a g e

people to participate in leisure activities because people, myself included, sometimes pass up
leisure activities so they can just sit and watch…videos.”
Structural
Structural constraints encompass elements relating to the individual’s life-cycle stage,
financial resources, season, and work (Crawford & Godbey, 1987). This coding category saw the
development of two sub-codes: leisure resource constraints and program structure constraints.
Leisure Resource Constraints
Leisure resource constraints spoke to a perceived lack of leisure options, with participants
feeling that they were given the same few activities or provided too little information on how to
access a range of leisure programs. Regarding the lack of information, participant comments
revolved around feelings of being provided very little guidance on effective use of leisure time,
as indicated by Shawna; “I had no money. I had no way to know anything about buses. I didn’t
know anything about where anything was, and [staff] just expected me just to leave the house
and go find somewhere to volunteer… [The staff] didn’t help me.” This lack of information
about leisure options resulted in a perception that there were either few options available or that
there was a lack of planning by staff. In turn, this perception, among residents, created the
feeling that staff simply deferred to familiar things rather than work to expand programming
options. This lack of expanded leisure options helped create a sense of monotony among
participants. As Cory noted, “I think a lot of times we're sitting around here [at the recovery
community center], kind of like okay, what to do, and it can get a little monotonous.”
Program Structure Constraints
Program structure constraints focused on program rules and time. The community
residences have clear program rules around the amount of time residents may spend in the
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program each day. All the participants noted that while the program rules presented some
challenges, the way time was structured within the program, presented additional constraints.
Several comments referenced the large amount of unstructured time residents had to fill. In
discussing this unstructured time, several participants felt that staff were unwilling or unable to
offer sufficient support or guidance. Dan was particularly vocal in this regard, stating “[staff]
want me to do… 35 hours of stuff and [they're] going to help me out with three of them and I'm
on my own for the other 32 hours, and I can't work.” Dan’s comments expressed frustration over
the lack of guidance and information given to residents regarding the use of time.
Beyond the amount of time residents struggled to fill during the day, residents felt that
due to curfew and scheduled evening events, including communal meals, their ability to engage
in community leisure in the evening was significantly constrained. Shawna highlighted how time
constraints intersected with other concerns including transport and community engagement
stating, “Seven o'clock was our curfew…We gotta be home by 5:00, 5:30 if we don't have a
meeting, so we got from 5:30 to 7:00, and by the time you get on the bus and wait for the bus to
get you anywhere, it's going on seven o'clock and there's no meeting to go to at that time.” Other
participants echoed Shawna’s concerns, questioning the value of such an early curfew. Such
sentiments reveal how, although residents were more likely to have free time during the day,
concern over program requirements at the community residence, coupled with a lack of selfinitiated activities, may create stress and reduce the relative importance of leisure in the face of
other program requirements.
Discussion
Leisure constraints theory suggests that leisure experiences are shaped by a range of
intrapersonal, interpersonal, and structural constraints (Crawford & Godbey, 1987). This study
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highlighted the role of staff and program structure in constraining leisure opportunities among
residents. Staff and program structure impacted all constraint types. At the intrapersonal level,
residents felt staff offered little guidance and support on how to spend their time, this lack of
support led to feelings of doubt about participants’ ability to engage in leisure activities.
Interpersonally, residents spoke about the challenges of managing relationships and isolation.
The introduction of cell phones and laptops into programs, has enabled residents to choose to
isolate within the program. Residents expressed concern over this increased isolation and the
resultant difficulty of managing relationships. Finally, at the structural level, residents noted the
perceived lack of choice of leisure resources, and constraints presented by the residences’
program structure. In both cases, residents felt staff could do more to expand choice and offer
greater flexibility around scheduling.
Results of this study suggest that residents are uncertain of leisure’s role in their
recoveries and are seeking support from the program and staff as they attempt to create healthy
leisure outlets. Given that a loss of healthy leisure is often part of the development of SUDs,
there is a need for support during recovery (Keesmaat, 1998). However, this perceived lack of
support creates a constraint on the development of healthy leisure behaviors that can support
their recoveries (Hood, 2003). Further, this lack of support may increase the difficulty residents
have reestablishing leisure as a healthy, substance free coping technique (Faulkner, 1991).
Limitations
The most notable limitation of this study related to recruitment of participants leading to
a small sample size. In part, these recruitment limitations stemmed from the small geographical
area and the focus on a single agency’s housing program. The small geographical area and single
agency focus limited both the diversity of the participants being used in the study and the sample
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size available. In addition, resident attrition was an issue. During recruitment, many residents
registered to participate, however, many did not show for scheduled meetings and did not
provide a reason.
Implications for Practice and Research
This study highlights a need for increased person-centered programming related to
resident leisure engagement during early recovery from SUDs. A greater person-centered focus
on leisure would allow staff to work with individual residents to address personal constraints and
help support the development of effective leisure participation. Such person-centered practice,
especially for leisure programming, could be provided by a certified therapeutic recreation
specialist (CTRS). A CTRS could facilitate groups and provide individual leisure counseling for
residents on time management and establishing healthy coping skills through leisure
participation (The American Therapeutic Recreation Association, n.d.). Moreover, a CTRS could
address the need for greater resident participation in the leisure program planning process and
help address more clinical aspects (e.g., healthy leisure routines, leisure as coping, and stress
management) of leisure in recovery, which fall well within the CTRS’s scope of practice and
competencies (NCTRC, 2015).
Beyond person-centered practice, there is a need for additional staff training to increase
promotion of healthy leisure during recovery. This training could include information on
resources and tools that staff can use and share with residents to help them find safe and healthy
leisure activities. This training could help address staff concerns over the role of leisure in
treatment and recovery and help staff see leisure programming as a core element of recovery.
Here training could emphasize leisure’s value in developing coping skills around boredom (IsoAhola & Crowley, 1991), improved stress coping (Susan Hutchinson et al., 2008), healthier
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decision making (Cook, 1985), and increased self-determination around leisure activities
(Coleman & Iso-Ahola, 1993). Additionally, training could highlight for staff how leisure
participation can help individuals manage grief, illness or disability, and deleterious
circumstances (Hutchinson et al., 2008; Kleiber, Hutchinson, & Williams, 2002). Further, this
training could help raise awareness of available leisure resources and provide additional
connections that staff could use with residents.
Finally, this study presents a need for additional research to provide insight on staff
perceptions of leisure programming at these residences. Research should focus on how staff
values related to leisure shape leisure activity provision in the program and influence leisure
constraints for residents.
Conclusion
While leisure has potential to offer vast benefits to individuals in early recovery from
SUDs, this study found programs and program staff may be serving as a significant constraint on
residents’ ability to engage in new recovery-oriented leisure. Additional staff training and
utilization of professional staff with expertise in how to help residents make connections
between recovery and leisure (i.e., recreation therapists) would be particularly useful. Further
research is needed to fully understand the complex range of constraints residents face in
accessing suitable, recovery-oriented leisure. Such research may provide a means by which
individuals in early recovery gain more consistent access to leisure with program staff serving as
facilitators rather than constraints.
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CHAPTER FIVE
Manuscript 2

Exploring the leisure meaning for staff and residents in community-based residential programs
serving individuals with substance use disorders (SUDs).

Abstract
(structured 250 words)

Objective: This study sought to compare leisure meaning among staff and residents at
community residences for individuals in early recovery from substance use disorders (SUDs).
Design: This study employed a cross sectional survey design using the Leisure Meaning
Inventory (LMI) to compare resident and staff leisure meaning.
Setting: Study participants were either working at or living in community residences serving
individuals in recovery from substance use disorders SUDs.
Patients, Participants: Criterion-based purposeful sampling was used to recruit participants
from community residences in Central New York State.
Main Outcome Measure(s): This study assessed resident and staff’s perceptions of leisure using
the Leisure Meaning Inventory.
Results: Following Mann-Whitney U testing, residents scored significantly higher in the leisure
as a means of passing time (U(Nstaff = 23, Nresident = 31,) = 635.000, z = 4.876, p < .05) sub-scale.
Staff scored significantly higher in the leisure as a means of escaping pressure
(U(Nstaff = 23, Nresident = 31,) = 100.000, z = -4.499, p < .05), sub-scale and the “I think leisure is
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an important part of life”(U(Nstaff = 23, Nresident = 31,) = 249.000, z = -2.355, p < .05)
independent item.
Conclusions: Findings suggest that the attitudinal differences between the two groups may
reflect the starkly different amounts of time that each group has available for leisure. As such,
recommendations are made for additional leisure-focused services and supports for residents and
staff to enhance leisure programming and leisure related recovery capital at this level of care.

Key words: Leisure Meaning, Substance Use Disorders, Recovery, Treatment
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Introduction
Broadly defined as “[a] process of change through which individuals improve their health
and wellness, live a self-directed life, and strive to reach their full potential” (SAMHSA, 2012),
recovery from substance use disorders (SUDs) typically revolves around improvement of an
individual’s quality of life. During treatment this involves providing support for individuals with
a focus on things like transportation, parenting education, and drop-in centers (SAMHSA, 2018).
This definition of recovery places increased emphasis on supports and services that improve the
individual’s quality of life rather than abstinence from substances. As such, recovery becomes a
more holistic concept that can encompass many aspects of an individual’s life including their
leisure time.
Recovery and Leisure
Incorporating recovery into individuals’ daily lives requires them to focus on two critical
components: building a better life and developing loving relationships (Mooney et al., 2014). To
this end, leisure may be a means of making connections and increasing quality of life. Indeed,
leisure can help recovering individuals cope more effectively with the boredom resulting from
increased free time due to lack of substance use (Iso-Ahola & Crowley, 1991). Further, leisure
activities may provide an alternative to substance use for individuals in early recovery, but the
choice of activities is an important consideration if potential challenges to recovery, (e.g.
activities involving substance use or in locations where substance use occurs), are to be avoided.
Leisure also provides a means of developing recovery capital which is the sum of an individual’s
resources related to recovery (Cloud & Granfield, 2008). These resources may be internal, such
as positive self-concept, or external and include personal supports or access to transportation.
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Leisure can provide an important part of building these resources; however, individuals in early
recovery may have lost connection to a healthy leisure lifestyle (Page & Townsend, 2017).
Treatment staff may have a central role in helping residents select leisure activities and
potential problems. This role for staff stems from participation constraints that limit resident
access to healthy leisure activities and the benefits these activities can offer during
recovery. These constraints include transportation, finances, social connectedness, and the
individual’s current mental health/emotional status (Decker et al., 2014; Dingle, Stark, et al.,
2015; Hodgson et al., 2001; Perlick et al., 2001). If individuals in early recovery are unable to
overcome these leisure constraints, they are more likely to experience boredom which creates
lower levels of life satisfaction and can lead to a return to substance use (Iso-Ahola &
Weissinger, 1987; LePera, 2011).
While it would seem program staff are ideal supports in overcoming leisure constraints,
their role in providing this assistance is unclear. Indeed, staff leisure attitudes and, more
specifically, the role they play in providing leisure access to individuals in early recovery has not
previously been studied. However, negative staff attitudes towards residents have been
associated with higher rates of leaving treatment against medical advice (Brener et al., 2012).
Moreover, staff were not likely to recommend 12 step groups if they did not feel the individual
would benefit from such activities (Day et al., 2005). Such findings suggest that if staff do not
see value in an activity, they will not encourage participation. It may be that staff’s views
towards leisure also influence the leisure-related programs and resources they recommend.
Unfortunately, the dearth of research in this area means we have limited knowledge on how staff
attitudes toward leisure may influence programming decisions or leisure participation among
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individuals in early recovery. As such, the purpose of this study is to compare leisure meaning
among staff and residents at community residences for individuals in early recovery from SUDs.
Methods
Study Design
This study was completed as part of a larger sequential multi-phase mixed methods case
study designed for greater understanding of the complex relationship between staff and residents
and their respective views on leisure access during early recovery (Creswell & Plano Clark,
2018). The part of the study presented in this article employed a cross sectional survey design
using the leisure meaning inventory (LMI) (Schulz & Watkins, 2007) to compare resident and
staff leisure meaning.
Sampling
Criterion-based purposeful sampling was used to recruit staff and resident participants
from community residences in a city in Central New York State. For the staff surveys,
participants were required to be currently working in one of the community residences within the
agency for at least a month prior to administration. For the resident surveys, all participants were
required to have been current residents in one of the four community residences in the study.
Further, residents needed to have lived at the community residence for at least two weeks prior to
participating in the survey. The purpose of the latter criteria was to ensure they have had
exposure to residence programming and were free of any probationary status within the program
that might have limited their participation in residence programming during the first couple of
weeks. Finally, residents had to be free from the influence of mind-altering substances at the
time of survey administration as assessed by program staff prior to the start of the scheduled
meetings.
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Instrumentation
The Leisure Meaning Inventory (LMI) (Schulz & Watkins, 2007) was used to measure
the personal meaning of leisure to participants in this study. The LMI is a 26-question measure
consisting of four sub-scales, including passing time, exercising choice, escaping pressure, and
achieving fulfillment. Internal reliability testing showed an overall alpha of .81 and dimensional
alphas of (Passing Time = .74, Exercising Choice = .66, Escaping Pressure = .74, and Achieving
Fulfillment = .69). Beyond the four sub-scales three independent items were also used for
analysis purposes. These independent items encompassed statements one through three of the
LMI (1. “I think leisure is an important part of life”; 2. “For me, leisure contributes to the
quality of my life”; and, 3. “Overall, I am satisfied with my leisure experiences”). These latter
three statements were selected for individual analysis as they speak directly to the individuals’
current leisure experience and its overall value in their lives. The LMI was incorporated into a
survey for staff (LMI-S), which collected basic demographic information to provide descriptive
data on the sample, such as gender, education level, job title and recovery status of the
participant, if the staff member identified as being in recovery then they were asked to state the
length of their recovery. A second survey was developed for administration to residents (LMI-R)
with a modified demographic section. The LMI-R survey differed from the LMI-S by requesting
information related to the resident’s length of recovery, length of stay at the community
residence, and whether the individual has previously stayed at a community residence.
Data Analysis
Quantitative data gathered from administration of the LMI was analyzed in IBM
Statistical Package for Social Sciences 24 to calculate measures of central tendency and check
for the normality of the gathered data. Staff and resident LMI scores were analyzed and
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compared between the four subscales, (Passing Time, Escaping Pressure, Exercising Choice, and
Achieving Fulfillment) and the three independent items.
The LMI has no scoring guidelines, therefore mean scores were calculated for each
category and compared between the two samples. Given the small size of each sample (Staff
n=23 and residents n=31) testing for normality of the data was completed using the ShapiroWilks test to decide between parametric (independent T-tests) or non-parametric tests (MannWhitney U Test) for each question grouping.
Shapiro-Wilks tests provided mixed results and along with the small sample size, use of
ordinal data in the survey, non-normal distribution of several of the groups, and the relatively
weak normality of scores in the resident sample, the investigator chose to use the Mann-Whitney
U test across all groupings. Moreover, since the distribution of the staff and resident scores were
differently shaped, with resident and staff scores showing slight negative and positive skews
respectively, the Mann-Whitney U test could only be used to compare mean ranks rather than
the group medians (Leard Statistics, 2018).

Results
Data collection for this study took place in July 2020 for staff and November 2020 for
residents and yielded a final sample of 23 staff and 31 resident surveys for data analysis after
cleaning. The staff sample included female (n=9) and male (n=14) participants with a mean
age of 39.32 years. Eleven staff members reported having a bachelor’s degree and were
employed in counseling positions. Within this sample, staff were split between those in
recovery from SUDs (n=12) and those not in recovery from SUDs (n=11).
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Among the resident sample, one participant declined to answer any of the demographic
questions, despite completing the entire LMI section of the survey, and is, therefore, not included
in the demographic results reported in this section. The resident sample
included female (n=8) and male (n=21) respondents with one participant choosing not to answer.
The mean age of the resident sample was 39.25 years. In terms of education, residents
were more likely than staff to report having a high school diploma (n=14). Further, within the
resident sample, 22 participants reported a previous stay at a community residence with the mean
of 1.75 stays. The most frequently reported current length of stay at the residence was less than
one month (n=9). An equal number of participants (n=9) reported having been at the community
residence for between one and four months.
Following analysis of the demographic data, and normality testing with the ShapiroWilks test, Mann-Whitney U testing was conducted. Mann-Whitney U testing of the overall
group mean indicated no statistical difference between the staff (Mean rank = 26.20) and
residents (Mean rank = 28.47); U(Nstaff = 23, Nresident=31,) = 386.500, z = .525, p > .05. This
result suggests staff and resident’s held similar views regarding the value and meaning of leisure
in their lives. However, analysis of the subscales and independent items revealed a more
nuanced perspective.
Similar to the overall instrument mean, analysis of the exercising choice
(U(Nstaff = 23, Nresident = 31,) = 450.500, z = 1.660, p > .05) and achieving fulfillment subscales
(U(Nstaff = 23, Nresident = 31,) = 366.000, z = .168, p > .05) revealed no significant differences
between staff and residents. Analysis of the escaping pressure subscale
(U(Nstaff = 23, Nresident = 31,) = 100.000, z = -4.499, p < .05) demonstrated a significant difference
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between the staff and resident scores, indicating that staff (mean rank = 38.65) were more likely
to view leisure as a means of escaping pressure compared to residents (mean rank = 19.23).
The final subscale, leisure as a means of passing time also showed a significant
difference between the staff (Mean rank = 15.39) and residents (Mean rank = 36.48) indicating
that residents were more likely to agree with statements related to leisure as a means of passing
the time, U(Nstaff = 23, Nresident = 31,) = 635.000, z = 4.876, p < .05.
After testing the overall mean and four subscales, the three independent items were
analyzed separately. For the independent item “I think leisure is an important part of life,” staff
(Mean rank = 32.17) scores were higher than those of the residents (Mean rank = 24.03). MannWhitney U testing indicated that this difference was statistically
significant, U(Nstaff = 23, Nresident = 31,) = 249.000, z = -2.355, p < .05. For the second
independent item, “For me, leisure contributes to the quality of my life,” staff (Mean rank =
29.09) scores were also higher than those of the residents (Mean rank = 26.32). However, MannWhitney U testing indicated that this difference did not reach statistical
significance, U(Nstaff = 23, Nresident = 31,) = 320.000, z = -.710, p > .05. As with the second
independent item, statement three “Overall, I am satisfied with my leisure experiences,” staff
(Mean rank = 28.70) scores were higher than those of the residents (Mean rank = 26.61).
However, Mann-Whitney U testing again indicated that this difference was not statistically
significant, U(Nstaff = 23, Nresident = 31,) = 329.000, z = -.499, p > .05.

Discussion
Results of this study suggest that staff and residents view leisure differently, possibly
based on the amount of time they feel they have available to engage in leisure activities. Results
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suggested that staff viewed leisure as a means of escape from day-to-day stressors including their
work. In this sense, leisure serves a restorative purpose allowing staff to cope with the various
stressors their work presents. Work by Lee et al., (2012) among adolescents, suggests that leisure
can be an effective means of coping and may help individuals avoid potentially more destructive
coping mechanisms such as drugs or alcohol, both of which would prove problematic for
individuals working in SUD treatment settings. These findings reflect the need for work-life
balance for staff and underscore leisure’s importance as a means of coping, especially for staff
for whom the use of drugs and alcohol would prove problematic.
In contrast to staff views on leisure as a means of escape, resident scores suggested that
they view leisure as a means of passing time despite their struggle to find the benefits of free
time. Moreover, residents’ options for leisure are limited given their limited income (i.e.,
stipends). Rather than seeing their program enforced free time as an opportunity, LMI scores
suggest that residents view that time as a source of stress and boredom. In turn, this sense of
boredom and its related stress can decrease life satisfaction and increase the likelihood of a
return to substance use ( Iso-Ahola & Weissinger, 1987; LePera, 2011) Alternatively, leisure
activities can help residents overcome boredom and reduce its inherent risks (Cook, 1985; IsoAhola & Crowley, 1991). Unfortunately, the abundance of free time and the lack of resources to
fill that time creates a paradox wherein an effective recovery oriented coping skill becomes a
potential constraint on recovery. Viewing the abundance of free time as a constraint on recovery
highlights the need for additional support to help residents move forward and find healthy ways
to spend their time.
Implications for Recreation Therapy Practice
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Considering these findings, it appears that both staff and residents need additional
support in developing and accessing appropriate recovery-oriented services and supports. Such
services would most fittingly be provided by an appropriately credentialed recreation therapist
(RT) working in conjunction with the community residences to provide supports and
programming options. Working in this capacity, RTs could help develop resident awareness and
knowledge of their personal interests and opportunities for pursuing those interests. Given the
role of RTs in working across the physical, cognitive, social, emotional, recreational, spiritual,
and environmental domains, (American Therapeutic Recreation Association, 2016), such support
could provide critical services to individuals struggling to reconnect with healthy leisure
activities. Further, the RTs person-centered approach to practice aligns well with increasingly
harm reduction approaches to SUD treatment. Harm reduction works with individuals to address
problem behaviors at a pace directed by the individual receiving services (Logan & Marlatt,
2010). In such an environment individual and group interventions offer a means of addressing a
range of challenges including boredom and the inherent risk of returning to use.
Beyond supporting residents, RTs could also provide a critical role in raising staff
consciousness related to leisure and its role in recovery. Within this role, RTs could provide inservice training, resources, and advocacy for leisure programming. Each of these items would
help to clarify the role program staff have in providing leisure opportunities for residents and
while also addressing the philosophical differences between the two groups when it comes to
leisure time.
This study also highlights the need for ongoing RT services and support beyond inpatient
settings. Currently, as certified professionals, recreation therapists are not able to bill for
outpatient services in New York and any work they do has to be covered by other agency fees
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rather than direct billing. As such, recreation therapy is limited to inpatient settings where
services can be incorporated into a daily bed rate for each patient. Unfortunately, this means that
as patients re-enter the community and seek to engage in recovery-oriented leisure activities, the
most appropriate service is often unavailable to them. Moreover, as this study highlights other
program staff have limited knowledge or time to offer equivalent supports and do not view
leisure as serving a clinical purpose. This latter point serves to reduce leisure to a distraction
rather than a meaningful part of the individual’s recovery experience. This gap in services for
individuals in recovery is particularly notable given the relatively good treatment services
offered for mental health and substance use treatment in New York State. At the time of this
study, Mental Health America ranked New York fourth among all states for provision of and
access to services (2021). This suggests that while improvement in service provision in New
York is needed, it is likely that other states also need to consider improvements to their treatment
models to help improve outcomes across levels of care.
Implications for Future Research
While this study provided an initial examination of staff’s influence over resident leisure
during recovery, additional research is needed to increase understanding of the staff and resident
dynamic in relation to leisure in recovery and address some of the limitations of this exploratory
work. In addition, further research related to staff influence on leisure and, in turn, resident
recovery, could help the development of leisure-oriented interventions that improve outcomes.
Finally, further research should explore the value of person-centered leisure programming in
early recovery. More specifically, such research should examine whether person centered leisure
interventions influence recovery or treatment outcomes. Research in this area could provide

124 | P a g e

impetus for more focused leisure opportunities within SUD treatment and position leisure more
centrally within treatment planning processes.
Limitations
The LMI, being a self-report instrument, presented some limitations related to social
desirability bias (Demetriou et al., 2015). Social desirability bias reflects the subject’s sense of
answering question in a manner that they feel will put them in a positive light (Demetriou et al.,
2015). As such, respondents may have responded to the survey based on what they though the
researcher was looking for.
Compounding the social desirability limitation was the researcher’s own association with
the agency used for this study. This association may have led staff participants to provide
socially desirable responses. This effect may have been increased due to the collection of names
and contact information of individuals interested in participating in follow up interviews as part
of a larger study.

Conclusion
Ultimately, the findings of this study suggest that the attitudinal differences between the
two groups may reflect the starkly different amounts of time that each group has for leisure.
Given the difference in the amount of time staff and residents have for leisure activities, it may
be expected that each group would value leisure time differently. Staff’s greater valuation of
their leisure time may reflect the different amount of time they have to spend engaged in leisure
and a perceived need to cope with additional stressors created by their work (Lee et al., 2012).
Alternatively, the abundance of unstructured free time residents have creates stress and boredom
and ultimately may serve as a constraint to their recovery.
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CHAPTER SIX
Manuscript 3
A matter of perspective: Examining leisure-based interactions between staff and residents in
residential programs for people in early recovery from substance use disorders.

Abstract

(unstructured abstract 150 words)

During recovery from substance use disorders, individuals must reconsider many aspects of their
daily lives and begin to establish new relationships (Mooney et al., 2014). Finding new leisure
activities can help establish new relationships and may provide other benefits for an individual’s
recovery (Hood, 2003). However, for many individuals in recovery, accessing new leisure
activities presents challenges related to knowledge and access (Page & Townsend, 2017). For
individuals in early recovery who enter residential treatment programs, the most likely source of
support to build a recovery-oriented leisure lifestyle are the treatment staff. Accordingly, this
study explored the role staff played in helping individuals with SUDs access leisure during early
recovery. Findings suggest that the relationship between staff and residents in overcoming
leisure constraints is complex and hampered by divergent attitudes related to the purpose of
leisure within one’s lifestyle as either a means of escaping stress or of filling time.

Keywords: Community-based residential programs, Substance Use, Recovery, Staff, Leisure
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Introduction
Substance use disorders (SUDs) impact approximately 7% of the American population
with approximately 27 million Americans reporting illicit substance use and 20.2 million
diagnosed with SUDs in 2014 (Center for Behavioral Health Statistics and Quality, 2015).
Unfortunately, SUD’s are complex and affect almost all aspects of a person’s functioning
(NIDA, 2018). Because of this complexity, SUD treatment has evolved to encompass a range of
components that are designed to address patient needs across functional domains including
recovery maintenance, employment, and family relationships (NIDA, 2018). The following
section will examine SUD treatment levels of care in New York State with an emphasis on
residential treatment services.
SUD Treatment Levels of Care
For many individuals seeking recovery from SUDs, a combination of counseling and,
where appropriate, medication is the most successful approach to treatment. Today, treatment
services may be provided in hospitals, community health centers, schools, public libraries,
community treatment centers, and at home via remote or home-based services (SAMHSA,
2017).
For example, the Office of Addiction Supports and Services (OASAS) in New York State
(NYS) is responsible for regulating and providing oversight for more than 900 treatment
programs across the state. There are four primary levels of care within the NYS OASAS system:
withdrawal and stabilization, inpatient rehabilitation, outpatient, and residential services.
Residential services offers three levels of service that can be licensed: intensive residential
rehabilitation services, community residential services, and supportive living services (NYS
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OASAS, 2015). Each level progressively reduces the amount of support an individual receives
with community residences providing the highest level of support for residents.
Since 2015, NYS OASAS has implemented a new set of residential regulations. This new
set of regulations has redesigned residential services within the OASAS system. The redesigned
services are intended to increase funding and services to residential programs and provide
increased levels of support to residents receiving services. Additionally, this redesigned level of
care is intended to increase treatment retention and improve access to evidence based care
(Meltzer & Kurcman, 2019). Within this new model, residents are expected to spend more time
in residences receiving treatment and other supports. Leisure activities fall under the auspices of
additional supports; however, leisure’s role within an individual’s recovery presents a range of
potential challenges.
Leisure and SUD Recovery
Since the late 1960’s researchers have sought to define leisure. Voss, (1967) defined
leisure as “a period of time referred to as discretionary time. It is a period of time when an
individual feels no sense of economic, legal, moral, or social compulsion or obligation nor of
physiological necessity” (p. 101). Voss’s (1967) definition relied on the leisure concepts of time
and choice which continue to be themes in leisure studies today.
Later work by Kelly, (1972) recognized the work-leisure paradigm as central to any
understanding of leisure. Kelly (1972) also believed that to understand this relationship, leisure
researchers needed to have a broader understanding of the role choice played in leisure
determination.
Work by Iso-Ahola, (1979) and Unger and Kernan, (1983) reinforced some of Kelly’s
core ideas while simultaneously adding further layers related to subjectivity. Stebbins, (2005)
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proposed that choice is removed from the definition of leisure and instead referred to uncoerced
behavior. Stebbins (2005) contends that while choice remains an important element in leisure, it
should be acknowledged that no one has a universal choice and ultimately, limitations on our
leisure choices undoubtedly exist.
Based on this information leisure can be defined in one of three ways (a) leisure as time,
(b) leisure as activity, and (c) leisure as a state of mind (Hurd & Anderson, 2011). Within this
framework, leisure remains a subjective concept; however, certain core determinants remain:
intrinsic motivation, freedom from obligations, and the ability to participate (Iso-Ahola, 1979;
Kelly, 1972; Unger & Kernan, 1983).
For individuals with SUDs, leisure and recreation are associated with improved stress
coping (Hutchinson et al., 2003), social support, and self-determination (Coleman & Iso-Ahola,
1993). Additionally, participation in leisure and recreation can help individuals manage grief,
illness or disability, and other difficult circumstances (Hutchinson et al., 2008; Kleiber et al.,
2002). Unfortunately, many individuals started using substances as part of their leisure lifestyle
before conceding that same leisure lifestyle to the course of their SUD (Keesmaat, 1998).
Therefore, individuals experiencing SUDs may face additional challenges to engaging in healthy
leisure activities. In this sense, choice and freedom may be subjugated due to the physiological
and psychological need for substances. Further, as the SUD worsens, individuals may struggle to
consistently meet obligations or participate in activities. Accordingly, individuals with severe
SUDs have no leisure lifestyle according to the theories outlined above. As such, while substance
use may be considered leisure in its early stages, as that substance use becomes disordered it no
longer meets the definition of leisure. During these later stages of SUDs individual’s may lose
connections to other forms of leisure, connections that need to be rebuilt in recovery (Page &
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Townsend, 2017). Accordingly, helping an individual address and overcome a range of leisure
constraints is an important aspect of developing a healthy leisure lifestyle in recovery.
Leisure Constraints Theory
Crawford & Godbey's, (1987) Leisure Constraints Theory viewed leisure constraints as
multidimensional. At its core, leisure constraints theory proposed three types of constraints on
leisure participation: intrapersonal, interpersonal and structural (Crawford & Godbey, 1987).
Leisure constraints theory viewed intrapersonal, interpersonal, and structural constraints as
variables in an individual’s life that shaped their ideas around preferred activities, participation,
and even fundamental leisure choices. Moreover, these constraints played a critical role in
mediating the relationship between a person’s leisure preferences and their ability to participate
(Crawford & Godbey, 1987). For example, an individual may enjoy crochet, but failing eyesight
may limit their ability to participate in that activity.
The three major constraint types within leisure constraints theory address an individual’s
internal decision making (intrapersonal), their relationships with others in relation to leisure
preferences (interpersonal), and finally, their access to leisure resources (structural) (Crawford &
Godbey, 1987). While everyone faces some level of constraint on their leisure choices, the type
and nature of those constraints can vary greatly depending on a range of factors including age,
gender, and health status.
Crawford, Jackson, and Godbey (1991) later produced the Hierarchical model of leisure
constraints theorizing that intrapersonal constraints allow for the formation of leisure
preferences, while interpersonal constraints allow for some judgment about interest in
participation. Only once the interpersonal constraints have been overcome can structural
constraints be considered (Crawford, Jackson, & Godbey, 1991) Later work by Jackson,
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Crawford, and Godbey, (1993) suggested constraints to participation are negotiated by
individuals in different ways depending on opportunities and resources. Further, the authors
suggested that constraints do not necessarily mean non-participation. Instead, individuals
negotiate constraints so that they can participate. Finally, negotiated participation is different
from that for individuals who faced no constraints and may mean schedule changes or decreased
frequency of participation (Jackson et al., 1993).
The biggest criticism of leisure constraints theory is that it fails to address the complex
and fast-moving factors that shape a person’s leisure choices (Samdahl & Jekubovich, 1997).
Further, even within the constraint negotiation process, the underlying assumption is that
constraints are simply the opposite of facilitators and that if constraints are removed people will
participate in leisure (Raymore, 2002). However, factors such as lack of interest, often cited as a
constraint, may not in itself be a constraining factor; after all, not everyone wishes to participate
in every leisure activity (Raymore, 2002).
For individuals with SUDs, understanding and negotiating the various constraints on
leisure participation they face may be more complex and challenging. This additional complexity
and challenge stems from the nature of SUDs as often stemming from leisure time (Faulkner,
1991) and the loss of critical leisure skills that result from the disorders progression (Keesmaat,
1998; Page & Townsend, 2017). As such, treatment and early recovery may be critical periods
for allowing individuals to discover, or rediscover key leisure skills and starting to build a
healthy leisure lifestyle in recovery.
Leisure in Treatment for SUDs
While access to range of services and levels of care is an important element of recovery,
the recovery process remains an individual one. During recovery individuals need to reconsider
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many aspects of their daily lives and begin to establish new relationships (Mooney et al., 2014).
Within this reshaping of daily life, individuals may experience periods of boredom as a result of
increased isolation and additional time not being spent finding and using substances (Iso-Ahola
& Crowley, 1991). Finding new, or reengaging with former, leisure activities can help fill this
time and may provide a range of benefits for an individual’s recovery (Hood, 2003). Benefits
may include, improved psychological functioning, physiological benefits, improved physical
health, enhanced practical skills, and lead to cognitive improvements (Fenton et al., 2017).
Beyond these personal benefits, individuals experience social benefits including expanded social
networks, social connection opportunities, improved social skills, and socially inclusive activities
(Fenton et al., 2017). However, for many individuals in recovery, accessing new leisure
activities presents significant challenges related to knowledge and access (Page & Townsend,
2017). To help with these challenges, many treatment programs employ recreation therapists
(RTs) to help develop patient awareness and knowledge of the patient’s personal interests and
opportunities for participating in those activities.
Within treatment settings, it is often the job of recreation therapists (RTs) to provide
leisure and recreation therapy interventions to support recovery. RT uses an intentional
therapeutic process to improve the physical, psychological, and social functioning of individuals
through the use of recreation and leisure activities, interventions, and programs (American
Therapeutic Recreation Association, 2016).
Within the treatment realm, it is the CTRS’s role to help individuals with SUDs find
meaningful leisure activities that help them find balance in their lives and meet other positive
lifestyle needs (Keesmaat, 1998). Leisure-based interventions can be useful in the treatment of
SUDs because they address the needs of individuals across several domains and meets key
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biological (e.g. physical fitness), psychological (e.g. improved stress coping), and social needs
(e.g. decreased social isolation). Unfortunately, most of the staff who work in residential settings
are not trained RTs.
The Role of Program Staff in Recovery
For individuals in early recovery who enter residential programs, it may seem that the
treatment professionals who supervise the programs would be invaluable supports.
However, there is no research into the role played by treatment staff in helping individuals access
leisure. Moreover, research suggests that staff attitudes may influence treatment outcomes via a
complex relationship involving issues of stigma, culture, accountability, and ongoing changes to
treatment processes (Brekke et al., 2018; Brener et al., 2012; Clossey & Rheinheimer, 2013;
Ford, 2011; Howard & Holmshaw, 2010; Koski-Jännes et al., 2016; Van Boekel et al.,
2014). While these issues help shape the interpersonal dynamic between staff and residents, the
exact role they play in influencing leisure choices remains unclear.
Therefore, the intent of this study was to explore leisure meaning among staff and
residents at community residences for individuals in early recovery from SUDs and to
understand how leisure meaning among staff and residents shape leisure access and leisure
constraints in the program.

Methods
This study used a sequential multi-phase mixed method design (Creswell & Plano Clark,
2018) to answer the following research question: To what extent does the leisure meaning of
residential program staff and resident’s influence residents’ leisure access in a program
focusing on early recovery from SUDs? This study was conducted across three phases. Phase one
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of the study collected qualitative data from paired or triad interviews with program
residents. Phase two of the study used the Leisure Meaning Inventory (LMI) (Schulz & Watkins,
2007) to measure the personal meaning of leisure to residential staff working with individuals in
early recovery and the residents with whom they are working. Phase three recruited staff
members who completed interviews for phase two to explore issues around leisure motivation
and how they view their role in providing leisure access and programming for residents. The
purpose of this approach was to guide an in-depth exploration into how leisure meaning among
staff and residents shape leisure access, and leisure constraints in the community residences. The
following section will provide an overview of this study’s methodology across phases but with
particular emphasis on phase three. A full review of the sampling procedures, data collection,
and data analysis for phases one and two of this study can be reviewed in Page et al., (2021) and
(Page et al., (2021a) respectively.
Selection of Participants
This study sampled participants from community residences located in an urban center in
Central New York State. The four sites consisted of one female and three male residences. The
community residence population was selected because they are expected to find ways of
occupying themselves outside of treatment obligations. Further, this group has traditionally
been able to access different services in the community, but often lack appropriate knowledge or
resources to do so. Participants were asked to volunteer for paired or triad interviews as part of
phase one initially, then the second round of recruitment sought volunteers to participate in the
survey among both staff and residents. Phase three participants were sampled from the staff who
participated in phase two based on their survey scores, described later.
Sampling Approach
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Purposeful sampling was used in all three phases to allow for the selection of participants
from the target population and their inherent knowledge and experience related to leisure and
recreation while living in the community residences during early recovery. Criterion based
sampling was used for phases one and two while critical case sampling was used to select
interview candidates during phase three (Harsh, 2011a). For phase three’s critical case sampling,
interview participants were selected based on their LMI scores. Sampling was prioritized among
staff with the larger standard deviations and sampling continued among staff with lower standard
deviations to examine the difference in attitudes between staff who score higher or lower on the
LMI in their use of leisure in the program. The key criteria for phases one and two of the study
included being current residents of the community residences at the time of involvement in the
study and remaining free from the influence of substances during involvement as determined by
program staff. For phases two and three, staff needed to be current part or full-time employees
working at one of the community residences for at least one month at the time of
participation. Inclusion/exclusion criteria for all study phases can be seen in Table 6.1.
Table 6.1 Inclusion/exclusion criteria for the three phases of this study
Phase 1
Inclusion/Exclusion Criteria
Resident
Interviews

Must be a current resident, or have lived at one of the four
community residences included in the study within the past six months
•
Must be free from the influence of mind-altering substances at
the time of the interview
•

Phase 2
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Staff and
Resident surveys

For Staff
Need to be currently working in a community residence
included in this study
•
Have to have worked at a residence for at least 1 month
•
Need to be regularly scheduled on either first or second shift
•
Need to have some influence on residence programming and
have a role as a program director, team leader, case manager,
counselor, clinical intern, or counselor aide.
•

For Residents
Must be a current resident at one of the four community
residences included in the study at the time of the initial survey
•
Must be free from the influence of mind-altering substances at
the time of the interview
•
Must have been a resident at one of the community residences
for at least 4 weeks prior to participating in the survey.
•

Phase 3
Staff interviews •
•

month

Must have previously completed Leisure Meaning Inventory
Must have worked at the community residence for at least a

Need to have had some influence on residence programming
and have a role as a program director, team leader, case manager,
counselor, clinical intern, or counselor aide.
•

Data Collection
Data for each phase of the study was collected following an ethics review and approval.
Data collection took place in three distinct phases.
Phase One
Resident interviews were conducted in person using a single-category design, with
participants drawn exclusively from the residences being used during phases two and three of the
study (Krueger & Casey, 2015).
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Phase Two
Administration of the LMI (Schulz & Watkins, 2007) to both staff and residents occurred
in this phase. The LMI was integrated into an online survey and took approximately 10 minutes
to complete after informed consent information was reviewed. One round of recruitment was
completed for both staff and residents.
Phase Three
To develop an understanding of staff perspectives on leisure programming at the
community residences, a case study methodology was selected for phase three. Case studies help
explain and describe events in their natural context and can aid in understanding policies or
services (Yin, 2018). Additionally, using case study within a sequential mixed methods design
allowed for an in depth exploration of staff perspectives and is appropriate when the study relates
to clinical practice (Lalor et al., 2013).
Staff interviews were conducted via Zoom and recorded using computer audio and a
separate digital recorder. The semi structured interview protocol was developed using the five
step process outlined by Kallio et al., (2016). This process involved first identifying prerequisites
for using semi-structured interviews (step one) before using information gathered during the
literature review to create a conceptual framework for the protocol (step two). Step three
involved the creation of the interview guide by the investigator. Questions were developed based
primarily on information gathered during the paired/triad interviews, with the first pair of
questions based on constructs presented in the LMI. The first questions focused on the value of
leisure to the individual being interviewed, as well as some of their interests and reasons for
taking part in those activities (e.g. What role does leisure play in your life?). These questions
were intended to expand on the quantitative data gathered from the LMI. The second question
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shifted the focus to leisure in recovery (e.g. What are your thoughts on leisure as part of a
person’s recovery journey?). Here, follow up questions explored how the staff member
developed their beliefs about leisure.
The remainder of the interview focused on the staff members’ role in developing leisure
opportunities at the residence (e.g. What types of leisure programming do you promote or
facilitate for your residents?). These questions drew on information gathered during the resident
interviews in phase one and probed staff thoughts and attitudes on their role in leisure
programming. The final interview guide consisted of 11 main theme questions with two to six
follow up questions developed for each theme.
The instrument was pilot tested with student volunteers, in a substance use counseling
certification course administered by the investigator to check for timing, ease of use, and
clarity. This group of students were selected as they were reasonably representative of the staff
sample being used in the study, as many were gaining work experience at community residences
or other treatment facilities in the region. The interview protocol was used to complete all
scheduled staff interviews.
Reflexivity
This research was planned by the primary investigator (PI) to build on personal and
professional experience within SUD treatment. The PI is a trained counselor and worked in SUD
treatment settings for 10 years including during the early planning stages of this project.
Moreover, during the first phase of this study the PI was an employee of the agency that hosted
this research.
Beyond these experiences, the PI’s educational background in SUD and leisure have led
to a belief in leisure’s value as part of the recovery process. Accordingly, it was important that
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protocols were established to ensure the PI’s lived experience was, as far as practicable, reduced
as a factor in the final results. To do this the PI worked with members of the research to establish
clear protocols for interviews and then worked to follow those protocols throughout the study. In
addition to this memoing and notetaking were critical to ensure small details were recorded.
Moreover, all gathered data was reviewed by at least one other member of the research team to
ensure clarity and reduce potential cultural influence.
Data Analysis
Following transcription of interview recordings using Otter.ai transcription software,
Qualitative data analysis for phases one and three was conducted using Dedoose online software
platform version 8.3.35. Quantitative analysis for phase two was conducted using IBM Statistical
Package for Social Sciences 24 to calculate measures of central tendency and check for the
normality of the gathered data.
Phase One
Phase one’s directed content analysis process involved an initial review of the session
transcripts and the subsequent assignment of codes to relevant sections of the text following a
process outlined by (Hsieh & Shannon, 2005). Intrapersonal, interpersonal, and structural
directed codes were drawn from leisure constraints theory (Hsieh & Shannon, 2005). Once this
process was complete, coded transcripts were checked by a second reviewer for feedback. Upon
receipt of the second reviewer’s feedback the researcher reviewed the transcripts once more
allowing for the recognition of any missed codes and other feedback.
Phase Two
LMI data was initially tested for normalcy using the Shapiro-Wilks Test which identified
a need for non-parametric testing of the data using Mann-Whitney U testing across the four
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subscales, (Passing Time, Escaping Pressure, Exercising Choice, and Achieving Fulfillment),
and three independent items to determine differences in leisure meaning between staff and
residents.
Phase Three
Following transcription of the staff interviews conducted during phase three, all
transcripts were printed and reviewed by the investigator and any statements that were relevant
to their experiences related to the research were highlighted. First cycle coding (Saldaña,
2015) focused on a broad sweep of the interview data and began to identify codes within that
data. Once this initial review was completed, values coding was used to highlight data reflective
of the participants’ world view, including their values, attitudes, and beliefs (Saldaña, 2015). For
phase three, values coding helped explore the relationship between staff attitudes
and beliefs about leisure and their delivery of leisure programming to residents (Saldaña,
2015). Using this process, the investigator was able to develop an initial code book and code all
transcripts in Dedoose.
Once initial coding was complete a second round of coding, or second cycle coding
(Saldaña, 2015), took place. Second cycle coding refined data from the initial coding and focused
on patterns within the codes. The investigator ran code cooccurrence analysis in Dedoose
searching for areas of convergence that could provide a visual representation of the coded data
and help reveal patterns within the dataset.
Following the cooccurrence analysis, axial coding was conducted to develop initial
themes. Axial coding saw initial codes re-sorted to better align with cooccurrence then
downloaded to Microsoft Excel. Once in Excel codes were reviewed once more to develop
the emerging themes of Leisure appreciation, leisure “Choice”, COVID-19, and
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Programming. After initial themes were established, all excerpts were rechecked using a focused
coding process. Focused coding was used to determine if data fit within an existing theme or if a
new sub-theme was needed. Focused coding required the investigator to review all transcripts
and assign codes using the themes and sub-themes established during the axial coding process to
ensure information had not been missed. Recoded transcripts were then, once again, split into
excerpts and saved in a Microsoft Excel spreadsheet with each sheet representing an individual
theme and related sub-themes. Once this process was complete final themes were
established along with related sub themes based on presenting data.
Data Mixing
This section will review the stages of data mixing in this study.
Phase One Data Mixing
Qualitative data collected from the resident interviews in phase one helped identify major
constraints to resident leisure. Interview data helped establish what role, if any, residents
felt staff have, or should have, in their leisure while at the community residences. Resident
interview data was also used to develop the staff interview guide used in phase
three. Specifically, interview data was used to develop eight of the eleven main questions of the
interview protocol. The main elements of the interview drawn from the resident interviews
examined the staff members’ role in developing leisure opportunities within the program.
Phase Two: Data Mixing
Staff LMI scores were used to aid in the selection of interview participants. The initial
data analysis was used to select interview participants based on their survey scores. Initial
recruitment focused on staff whose scores were one to two standard deviations from the group
mean. The reason for this prioritization was to determine if a difference existed between the

168 | P a g e

attitudes of staff who score higher or lower on the LMI in their use of leisure in the program.
Therefore, phase two survey data informed selection of participants for the interviews.
Phase Three: Data Mixing
A final data mixing step took place following phase three data analysis. This stage of data
mixing compared data from all three phases to find overarching areas of convergence or
divergence between the respective data sets (resident interviews, LMI scores, and staff
interviews). The researcher used a convergent data figure to directly compare the data collected
during phases one, two, and three respectively. A convergent approach seeks to assess whether
the data collected is consistent and to examine commonalities and differences between the
respective groups (Creswell & Plano Clark, 2018).

Results
This section will review this study’s results with brief reviews of phase one and two and a
more in-depth review of phase three. Results for phases one and two can be viewed in Page et al.
(2021) and Page et al., (2021a) respectively.
Phase One: Resident Interview Results
Between the three main coding categories (intrapersonal, interpersonal, and structural)
participants appeared to view staff and program structure as recurring constraints on their ability
to engage in leisure during their time at the community residence. The relationship between staff
and residents highlighted an inherent tension between staff trying to administer a program within
the bounds of state oversight and the residents living in the program trying to rebuild their lives
through recovery. It is unclear from the data collected in phase one whether these disparate
positions were a result of the program’s structure only, or if there are
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significant underlying differences between the staff and residents in terms of how they view and
value leisure.
Phase Two: Leisure Meaning Inventory Survey Results
Across the overall mean score, four subscales, and three independent items of the
LMI tested in phase two, only two subscales and one independent item showed significant
differences between the two groups (staff and residents). Following Mann-Whitney U testing,
only two subscales showed significant differences; leisure as a means of escaping
pressure and leisure as a means of passing time, while the only independent item to reach
significance was statement one “I think leisure is an important part of life”. For the “leisure as a
means of escape subscale”, staff had higher mean scores than residents. Staff also had higher
mean rank scores for the independent item related to leisure importance. However, for “leisure
as a means of passing time”, residents had the higher mean score of the two groups. Results of
phase two analysis suggested several areas of concordance and divergence between staff and
residents related leisure’s meaning in their lives.
Phase Three: Staff Interview Results
Seven staff interviews were conducted and transcribed in Otter.ai, before being
transferred to Dedoose online software platform version 8.3.35 for coding and thematic
analysis. Results of the thematic analysis of the staff interviews revealed three emergent themes
each with their own sub-themes. This section will provide a description of these themes and
subthemes. All names provided in the following analysis are pseudonyms to maintain the
confidentiality of the interview participants.
Personal and Professional Leisure Orientation
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The personal and professional leisure orientation theme encompassed three subthemes: personal leisure, leisure in recovery, and staff role and leisure programming. These
subthemes reflected the complex views staff had regarding leisure with consensus that leisure
was important in recovery and to them personally. Despite this, staff reported that they spent
less time engaged in leisure activities personally than they would have liked as noted by Kelly
who emphasized that her desire to focus on her home and career had sidelined her leisure
interests in reporting, “[n]ow I really am at a point in my life that I don't have any downtime. I
just sold a house, I just started a job and kind of losing my mind, but right now I don't have really
much leisure at all.” However, staff did not view leisure provision as a significant part of their
professional role. This latter point was made very clearly by Peter who stated, “[n]owhere in my
job description, am I aware that it says, come up with ideas for leisure programming. Manage a
caseload, supervise the gym from time to time, you know, engage in a holistic approach to
recovery with clientele on my case load. But I'm not aware of being a recreation specialist or
leisure programming person.” However, despite such statements, Peter still viewed certain
leisure functions as being within the scope of his work. This nuanced thinking on leisure
programming was evident among several of the staff who did not feel that leisure was explicitly
part of their role.
Leisure Programming
The leisure programming theme encompassed the largest proportion of coded material
and excerpts. Leisure programming included four distinct sub-themes, leisure discussion,
community leisure engagement, scheduling and time, and leisure activities.
Staff thoughts on programming reflected that they were more likely to have had
conversations with residents about their leisure during formal treatment planning assessments
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or counseling (individual or group) sessions rather than during program down time. Indeed, Mike
explained that his conversations about resident leisure took place “mostly [in his] individual
sessions…” or in groups. Mike viewed these conversations as a means of eliciting information
on resident interests. Further, staff often looked to the program’s structure to facilitate leisure
opportunities. Of note was the staff’s focus on “leisure time” and the general expectation that this
hour-long session was the ideal time for residents to learn new leisure skills. However, staff also
noted that residents often seemed disinterested during this time as note by Tom, “[w]e have
sports-style games or board games, so we encourage that. Generally, it's not widely accepted. A
few residents will participate, but most of them go out and just talk with each other. We try to
say, ‘Okay, we have this available. We have a volleyball available. We have Cornhole available.’
[but], they just go out and it's walking around in the back area talking to each other.”
Overall, staff felt their programs provided a range of leisure options for their residents.
The perceived range of leisure options in programs seemed to compound staff’s belief that the
issues around lack of participation lay with the residents rather than in the program itself.
Further, none of the staff thought that too much choice could present problems for their
residents, and while structure was something that staff seemed to value, structured choice and
guided decision making did not seem apparent to the staff in this sample.
Leisure Provision Challenges
Leisure provision challenges encompassed general constraints sub-themes including
COVID-19, staffing, and “clinical” work prioritized over leisure. The leisure provision
challenges theme, while often focused on structural issues around leisure, highlighted the
complex interaction between staff’s personal/professional beliefs around leisure and the demands
of the program. Staff statements emphasized that they clearly see a role for leisure within the
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programs they work but are also cognizant that it needs to be part of an overall treatment
program. Amanda expressed concern over the increased amount of time residents were spending
watching TV, stating “I think we could probably encourage less TV watching during the day. We
have a plan for doing that, but it's kind of been like, you know, with COVID happening if we
don't have alternatives to offer them. It's not really fair, so we haven't rolled that out." Such
statements highlight staff’s thoughts on how constraints impact leisure in the programs.
However, awareness of such problems related to leisure leaves them unsure about leisure
provision and sometimes frustrated when their vision is delayed or not endorsed by those above
them within the organizational structure.
Mixed Methods Results
To answer the primary research question, qualitative and quantitative results for each of
the three phases of this study were summarized into a joint display model (see Figure 1) to assist
in communicating where the quantitative and qualitative results converged and where results
diverged. The following section will review the results of the data mixing process, implications
for practice, and recommendations for future research.
Convergent Results
Similarities between the quantitative and qualitative results from the three phases of this
study were revealed during data mixing. The key areas of convergence revealed through the data
mixing process were the importance of leisure in life and as part of a person’s recovery and that
participants felt that leisure was undervalued and under resourced within the community
residence program.
Leisure as an Important Part of Life and Recovery. The main area of convergence
between the three phases of this study was leisure’s importance as part of participants’ lives
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and of recovery from SUDs. Mann-Whitney U testing of the staff and resident LMI scores
revealed no significant difference between the two groups on leisure’s contribution to their
respective quality of life (p=.478). Further, leisure meaning between staff and residents also
showed no significant difference (p=.599). Both measures indicate that staff and residents place
value in leisure as a part of their lives and as a key contributor to overall quality of life. These
results were corroborated during the resident interviews during phase one and the staff
interviews during phase three. Across the three phases of the study, participants were able
to highlight individual activities that they placed value in and were able to explain how these
activities contributed to their overall quality of life.
Leisure Undervalued and Under Resourced in Programs. While leisure was an important
part of life and recovery by staff and residents, a further area of convergence across the study
was the belief, that leisure was undervalued and under resourced in programs. Mann-Whitney
analysis of statement three, “Overall, I am satisfied with my leisure experiences”, revealed no
significant difference between staff and residents (p=.618) regarding their leisure satisfaction.
Illustrating the notion that leisure is undervalued within the program are resident
comments on their perceived need for greater knowledge and resources. Specifically, resident
comments highlight their desire to improve their leisure experience and
participation. Alternatively, staff highlighted the demands of their work and a lack of clarity
related to leisure programming within into their day to day functions. Moreover, both groups
commented on the need for an individual within the program whose role was to help provide
leisure programming and support. This suggestion, from both staff and residents, lends further
credence to their thoughts on the value of leisure, while also struggling to clearly establish a role
for leisure within their work and recovery lifestyles respectively.
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Divergent Results
Data mixing revealed key differences between staff and resident attitudes toward leisure
programming at the community residences. To explore these divergent views, this section will
examine specific areas of divergence related to staff and resident perspectives around leisure
role expectations and leisure programming within the community residences.
Staff Divergence
This section will review areas where staff views diverged from those expressed by
residents.
Leisure More Important in Staff Lives. Mann-Whitney U testing revealed a significant
difference (U(Nstaff = 23, Nresident = 31,) = 249.000, z = -2.355, p < .05) between staff and residents
on statement one, with staff more likely to indicate strong agreement with the statement, “I think
leisure is an important part of life”, than the residents, with a mean ranks of 32.17 and
24.03 respectively. These ranks indicate that while both staff and residents value leisure, there is
a difference in terms of how much value each group places on the importance of leisure as a part
of their lives. Indeed, during interviews staff made several comments that reflected on leisure’s
importance in their lives. Moreover, staff were likely to lament the difficulty they had finding
time for leisure.
Leisure Viewed as Means of Escape. The second item to show a significant difference
between staff and residents was the escaping pressure variable (U(Nstaff = 23, Nresident = 31,) =
100.000, z = -4.499, p < .05). Results for this variable indicated that staff were more likely to
view leisure as a means of escaping pressure with a mean rank score of 38.65, compared to
residents’ mean rank score of 19.23. Staff comments reflected the idea that leisure helped them
find a sense of balance. Moreover, leisure and recreation were items that staff would
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actively work to engage in, even in what to them felt like small ways, so that they had some
sense of balance in their lives.
Resident Divergence
This section will review areas where resident views diverged from those expressed by
staff.
Leisure as Means of Passing Time. Mann-Whitney U testing revealed a significant
difference between residents and staff in their mean scores related to leisure as a means of
passing time (U(Nstaff = 23, Nresident = 31,) = 635.000, z = 4.876, p < .05). While staff viewed leisure
as more important in their lives and as a means of escape, residents viewed leisure as a means of
passing time. Mean rank scores for the passing time variable were 15.39 for staff and 36.48 for
residents. These scores were also reflected in comments made during resident interviews, with
residents making several comments on the amount of time they have available for leisure. These
comments indicated that, unlike staff who struggle to find time for leisure, residents struggle to
find an adequate range of leisure activities to engage in while at the community
residences. Moreover, several comments were made about leisure as a means of filling time until
the residents could engage in other activities including paid employment.
Leisure Perspectives Divergence. While the divergences reviewed previously in this
section related to each group, data mixing also revealed two additional items that show a clear
disconnect between the two groups. These divergences centered on the role of staff in facilitating
leisure for the residents and how that leisure should be factored into the community
residences’ programs. This section will explore the divergent views of staff and residents in
relation to leisure facilitation and leisure programming at the community residences.
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Leisure Facilitation Role. During analysis of the resident and staff interview data, it
became apparent the staff and residents had starkly divergent views on staff’s role vis-à-vis
leisure facilitation. Residents felt staff were an important element in providing access to leisure
in the program and in the wider community. Residents often commented that staff needed to do
more to help them find leisure opportunities. Residents noted that staff were often unwilling to
offer leisure programming ideas beyond accessing recovery community centers or the occasional
activity within the residence itself. During these conversations, residents expressed
frustration over the way staff expected them to fill their time while offering limited support.
In contrast, staff emphasized that their role involved a lot more than leisure
programming. While staff, for the most part, were happy to engage in leisure provision within
the program and saw its value, they only saw it as one role among many. Moreover, the role
leisure played was somewhat adjunctive and did not always align with what they viewed as their
primary responsibilities. Additionally, staff expressed frustration over the seeming lack of
interest among residents in participating in planned recreation activities. The perceived lack of
interest, coupled with staff frustration, led staff to further devalue leisure within the program, and
rather than try to figure out ways of increasing leisure interest among residents, staff invested
more time in their other responsibilities.
Programming. The final area of divergence between staff and residents was the role
of the community residences’ programs in leisure programming. This final area of divergence
saw staff viewing program structure as facilitating leisure opportunities, while residents were
more likely to view it as a constraining them. Residence staff reported that despite some
structural issues there were a range of leisure activity choices available to the residents. Staff felt
that the program afforded residents safe opportunities for leisure and that if asked for leisure
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items that were not currently being offered, accommodations could be made to a certain extent.
However, staff did acknowledge that there were clear limits on what they could offer in the
program due to spatial and budgetary constraints.
Alternatively, residents felt that while many staff tried to establish leisure as a part of the
community residence program, there were still too few options that worked during the times that
residents had available. Residents noted issues around curfew and extended periods of time
during the week where they were expected to find safe and healthy ways to occupy themselves
with little guidance or support. Residents also described how many leisure options and activities
were offered then cancelled due to lack of attendance. Residents acknowledged that they
understood that staffing and other factors may have affected these cancelations. However,
residents also expressed frustration that they not been able to participate in their chosen
leisure activities because others did not show up for planned events. Finally, residents noted
that while community-based recovery centers were available and sometimes offered effective
programming options, the repetition of going to the same place each day left them feeling that
their lives lacked enough variety and unfulfilled.
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Figure 6.1: Joint display model showing the convergence and divergence of views on leisure in
community residences
Discussion
This study attempted to gain a greater understanding of the complex relationship between
staff and residents and their respective views on leisure access during early recovery. However,
to get to this point multiple phases of data collection were required. Each phase helped shape the
subsequent phase of data collection allowing for multiple perspectives to emerge through the
research process (Creswell & Plano Clark, 2018). A full discussion of phase one and two can be
viewed in Page et al., (2021) and Page et al., (2021a) respectively. Phase three’s results and the
mixed methods results will be discussed here.
Across the seven staff interviews conducted during phase three, three themes emerged,
each with their own subthemes. Analysis of these themes and subthemes highlighted the complex
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interaction between staff’s personal/professional beliefs about leisure and working in and
running residential programs. All staff accepted that leisure was important in their personal lives
and an important part of peoples’ recoveries. However, interviewees were less clear on how they,
as staff, should be including leisure programming as part of their work. In addressing this, staff
noted the value of structure within the program, especially programmed leisure time and
activities, as a primary means of helping residents find leisure. Staff also spoke about structural
constraints relating to program budget and restrictions put in place because of COVID-19.
However, of the constraints noted, a recurring theme was the devaluing of leisure as a part of
treatment within the program and a lack of dedicated leisure resources, particularly staff time.
Data mixing revealed two key areas of convergence across the three phases of this study.
These areas of convergence were leisure’s importance in life and recovery, and the sense that
leisure was undervalued and under resourced within the programs. Staff diverged from residents
in their views on leisure as a means of escape and in their overall view of leisure’s
importance in their own lives. Essentially, despite staff’s personal feelings, that leisure is
important in recovery from SUDs, they also felt that their professional roles offered limited
support for leisure programming. Moreover, where staff tried to implement additional leisure
programming to support recovery, they felt stifled by supervisors and administration in the
organization and their efforts ultimately failed to materialize into meaningful leisure
programming. Alternatively, residents viewed leisure as a means of passing time rather than as a
means of escaping pressure.
Staff and residents also diverged on matters relating to the role of staff in leisure
programming and whether structure was a constraint or facilitator of leisure within the
residences. Regarding the former, staff were less clear on their role in leisure programming,
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while residents felt staff should be more involved. For the latter, staff felt that structure provided
a means of offering leisure choice, while residents saw that same structure as constricting leisure
choice. These findings raise important questions relating to the nature of leisure programming
and the expectations staff and residents on leisure within the residences, as well as, how each
group values leisure in the program.
Staff Influence
Understanding the role staff attitudes play in shaping treatment is significant in a field
where discrimination and stigma are prevalent, even among those meant to help (Brener et al.,
2010; Van Boekel et al., 2014). Accordingly, working with staff to illuminate how personal
biases toward SUD treatment and the individuals they work with could impact treatment, could
help improve resident treatment experiences and outcomes (Howard & Holmshaw, 2010; Van
Boekel et al., 2014). This research highlights how staff views on resident leisure participation
reflected their own beliefs of leisure as a means of coping with stress differs from the way
residents view leisure. These different beliefs set up a dynamic between the two groups that
created constraints on leisure rather than facilitating it. Further, staff did not appear to consider
leisure as a place where person-centered practice could add value and often shied away from
leisure focused conversations. Both practices, a lack of person-centered focus and reluctance to
engage in leisure focused conversations, created additional constraints on leisure programming.
In part, staff’s attitudes reflected a view that leisure is adjunctive to treatment rather than
an integral part of the recovery process.
Addressing staff attitudes toward leisure, and its role in recovery, could provide a basis
for enhanced training that is designed to address staff’s personal biases and attitudes related to
the individuals they work with. Such training should be designed to increase familiarity with
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resident attitudes toward leisure and the leisure constraints residents face during early
recovery. Training should also offer an opportunity for reflection of staff’s own attitudes toward
leisure and how this contrasts with the residents. As such, training would highlight the
differences between the two groups and start a dialogue with staff on how they can
address attitudinal differences. Coupled with reflective elements and self-assessment of leisure
attitudes would be training on leisure as an evidence-based practice and person-centered care.
These latter elements would be designed to move leisure to a more central role within treatment
and, in turn, allow staff to address it with residents in a more meaningful way.
The Importance of Programming and Structure
As noted previously, staff and residents diverged on matters relating to the role of staff in
leisure programming and whether structure was a constraint to leisure within the residences. In
consideration of the influence staff can have on program outcomes, a meta-analysis conducted by
Leipoldt et al., (2019) found that development of a positive social environment led to a more
positive range of treatment outcomes including decreased bullying, increased treatment
motivation, and shortened length of detention among youth experiencing therapeutic residential
care. These findings suggest that staff can help shape the treatment environment and influence
outcomes for the individuals in their care.
Chatfield et al., (2021) examined perceptions of care quality of adults who had previously
spent part of their youth in the residential treatment setting. Their study found that the more
restrictive the adults perceived a program, the lower their perceived quality of experience. In this
study, restrictive program elements included intrusive staff practices and a closed or insular
group dynamic that limits interaction and discussion (Chatfield et al., 2021). These findings
suggest that participants were seeking greater flexibility within the program and resisting what
they viewed as a restrictive environment. The results from Chatfield et al, (2021), add further
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weight to the impact staff and their programming decisions can have on overall perceptions of
the quality of life of residents within a program.
Finally, the interpersonal dynamic between staff and residents may have impacted this
study. Several of the interview participants spoke of problems with specific members of staff at
their programs and how those staff members’ attitudes affected the resident’s program
participation. Some of these comments conveyed clearly negative attitudes about how specific
staff members spoke to residents or approached programming. Henriksen et al., (2008) also
found that negative attitudes toward staff were exhibited with residents of treatment programs,
albeit in a youth program instead of an adult program. However, not all residents felt negatively
toward the program staff. Some were very complimentary, yet the variety of negative comments
suggest interpersonal concerns may have influenced some resident responses during the
interviews. These concerns may be related to staffing and the residents’ personal situations,
rather than a collective lack of interest on the part of program staff in providing safe and
effective programs.
Unlike the aforementioned studies, which focused on residential youth programs, the
community residences in this study serve adults who are receiving voluntary services. As such,
one might expect a more collaborative approach to decision making within the program.
However, resident interview findings indicate that many of the participants, despite their
concerns over programming, have assumed a more passive decision-making role. For the
residents, the assumption of this more passive role means they expect staff to guide leisure
programming. Simultaneously, when not happy with their leisure options, they assume a more
passive stance and choose to opt out rather than raise concerns. The opting out
behaviors are noted by both staff and residents with staff noting limited participation during
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scheduled leisure time and residents noting when trips and other activities are cancelled due to a
lack of interest. Ultimately, these more passive responses to leisure fail to meet the residents’
needs as staff misinterpret them as a need for more structure and support.
Leisure Skills Clinically Under Valued
Results of this study provided further evidence of the challenge clinical staff have when
considering leisure programming. Interviews revealed that staff struggled to find time to
engage with residents on leisure topics. Moreover, staff believed that leisure programming was
either a small part of their overall role or not a part at all. This dichotomy deprives residents of
an important element in their recovery as staff prioritize more clinical work over leisure. Such
practice, on the part of staff, narrows resident pathways to recovery and limits opportunities for
positive social engagement (Fenton et al., 2016). While staff are focused on addressing housing,
vocational, and health needs, they often neglect leisure as an important part of the overall
recovery experience (Fenton et al., 2016). The findings of this study highlight the need for staff
to see leisure as a critical domain within the overall treatment program, that can help build
positive recovery-oriented habits and recovery capital (Cloud & Granfield, 2008).
Ultimately, while staff spoke to leisure’s importance, their reliance on a program
structure that views leisure as adjunctive to other work, may be undermining their ability to
deliver effective leisure programming. Additionally, by viewing leisure as a secondary function
of the overall program, staff were implying to residents that participation is not important, while
at the same time expressing frustration that residents are not participating.
Implications for Practice
This study yielded some important results that can help improve therapeutic services for
individuals in early SUD recovery. Accordingly, five key implications for the SUD
treatment field emerge from this study.
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Different Leisure Priorities
The need to acknowledge differences in leisure priorities and objectives between staff
and residents is a critical first step in improving leisure planning and communication within the
community residence programs. Given the divergent views of the groups, it is important that
staff view leisure from the resident’s perspective, so that they can have meaningful conversations
about leisure in early recovery. These conversations can provide the impetus for implementation
of the second implication, a more person-centered approach to leisure planning.
Increased Person-Centered Programming for Leisure
While the programs involved in this study generally employ a person-centered approach
to treatment, person-centeredness was not apparent regarding leisure programming. In
general, conversations regarding leisure were limited to individual counseling sessions or groups,
if staff held them at all, and activities were generally planned at the group level. While there is a
case for a lack of resources limiting individualized planning, many of the planned group
activities were cancelled due to poor attendance. This means resources are wasted and residents
are left with fewer opportunities. A more person-centered approach could reduce this waste and
help staff deliver meaningful leisure programs in which residents want to participate.
Increased Resident Engagement in Leisure Planning
Practicing in a more person-centered manner would also see greater resident involvement
in leisure planning. While currently, residents have some decision-making ability on specific
activities, they have a very limited role in the overall program design. Using a person-centered
planning approach to leisure would involve greater resident participation in the planning
process (Borrell-Carrio et al., 2004; Freudenreich et al., 2010; Hebblethwaite, 2013). In turn, this
increased planning role would help encourage participation among residents as they have
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contributed to the planning and organization of the activity or event. Moreover, regularly
scheduled events could see improvements with resident feedback and greater communication
regarding expectations and objectives between staff and residents.
Leisure Focused Staff Training
For staff to feel prepared to engage in leisure focused conversations and work in a more
person-centered way when planning leisure opportunities, there is a need for additional training
around the value of leisure in recovery. While staff value leisure in their lives and as part of the
recovery process, there remains a lack of awareness of the resident’s perspective on leisure and
how to spend leisure time. Moreover, staff viewed leisure as an adjunctive part of the
treatment process and dedicated less of their time to ensuring residents are engaged in
meaningful recovery-oriented leisure. Finally, this training could help raise awareness of
available leisure resources and provide additional connections that staff could use with residents.
Introduction of Recreation Therapy Services
A final implication of this study is a need for recreation therapy services in the
community residences. These services could be used to support staff in developing more
effective leisure programming and opportunities. A properly credentialed recreation
therapist could facilitate group activities and provide individual leisure counseling for residents
to help them use their time more effectively and establish healthy coping skills through leisure
participation. Simultaneously, utilizing recreation therapists would address staff requests for
greater role clarity regarding leisure. Moreover, a recreation therapist could address the need for
greater resident participation in the leisure programming planning process and address more
clinical aspects (e.g., healthy leisure routines, leisure as coping, and stress management) of
leisure in recovery.
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These implications for practice could have significant benefits for both residents and staff
working in community residences. However, given the lack of research in this area, more
evidence is needed to help influence systemic changes to current practice and funding models.
Recommendations for Future Research
While the current study highlights many implications for practice, a need for additional
research remains. First, additional research using a modified LMI instrument that pairs open
ended questions related to the constraints identified by staff and residents in this study. The
inclusion of open-ended constraint questions could foster a greater understanding of the meaning
of leisure to participants’ and how their current living situation, in a treatment setting, may be
constraining leisure participation. This additional information could help refine our
understanding of the interaction between staff and residents in treatment settings and how their
leisure values shape leisure constraints within those programs.
Further, research should explore the value of person-centered leisure programming and
treatment planning in early recovery. More specifically, this research should examine whether
person centered leisure interventions influence recovery or treatment outcomes. This work could
explore the transition from a leisure perspective centered on passing time to one that helps them
manage day to day stressors. This research could help residents develop a meaningful leisure
lifestyle that they can maintain through extended periods of recovery.
Finally, to help residents develop lifelong leisure skills, additional research could
examine the role leisure facilitators play in helping individuals engage in new leisure activities
during recovery. Afterall, facilitators are not simply the opposite of constraints and the removal
of constraints does not mean that people will participate in leisure (Raymore, 2002b). Ultimately,
Raymore (2002) acknowledges both constraints and facilitators serve to influence
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leisure participation but notes that facilitators do not mean “equivalent constraints” (p.40) have
been overcome.
Study Limitations
The most significant limitation of this study was the COVID-19 pandemic, which
disrupted phase two and phase three data collection and led to two redesigns of the overall study.
These redesigns were the result of additional restrictions placed on accessing treatment facilitates
and participants. These disruptions impacted the sequencing of the phases of the study with staff
interviews (phase three) being conducted before resident LMI assessments (part of phase two).
This sequential modification could have affected the questions asked during interviews and
limited the utility of the data collected during the interviews.
A further limitation on this study was the high rate of attrition among both groups of
participants, despite initial interest during recruitment. This high withdrawal rate may have
increased self-selection bias as only those who were interested in leisure followed through with
scheduled interviews. In addition, the use of the LMI presented some additional limitations to
this study. Further, since the LMI survey was self-report instrument, there may have been
problems related to social desirability bias (Demetriou et al., 2015). While this may have been
somewhat mitigated by the addition of follow up interviews with staff, interviews were not
completed with residents; therefore, it was not possible to triangulate this part of the data with
the other datasets.

Conclusion
This study demonstrated that despite staff’s personal attitudes that leisure has value
and can help people recover from SUDs, cultural barriers within the programs to implementing
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fully person-centered approaches to leisure programming within treatment remain. Staff reported
feeling stifled in their efforts to encourage greater leisure programming or that the residents
themselves were not interested in the leisure opportunities being provided.
Residents felt that there was insufficient support for leisure and limited options being
offered by program staff. These divergent perspectives reflected the different attitudes of each
group toward leisure in early recovery with the former viewing leisure as a means of escape and
the latter as a means of filling time. These divergent attitudes appear to have left the two groups
viewing each other as a constraint on leisure programming within the community residences.
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RESULTS
This chapter of the dissertation describes the results of all three phases of this study. Each
phase’s results are reported in sequential order as outlined in chapter three.

Phase One: Resident Interviews Results
Resident interviews were conducted between October 21st, 2019 and December 16th,
2019. Phase one interviews involved 12 residents from across the four community residences.
Participants were predominantly male and were currently residing at a community residence
(n=10). Of the two participants not currently living at a community residence, one was living at a
private residence and the other in unregulated recovery housing. The amount of time spent in
community residences varied by participant and ranged from 2 weeks (n=1) to 7 months (n=1)
with a mean length of stay of 2.15 months.
A priori coding categories were based on the three types of constraints (Intrapersonal,
Interpersonal, and Structural) outlined by Crawford and Godbey (1987). All names provided in
the following analysis are pseudonyms to maintain the confidentiality of the participants.
Intrapersonal
Intrapersonal constraints refer to the internal decision-making process around leisure
preferences and perceived barriers (Crawford & Godbey, 1987). The Intrapersonal constraints
coding category contained three distinct categories of its own: leisure knowledge and
recovery/safety considerations. These categories were drawn from data gathered during the
resident interviews and reflective of the decision-making process, internal to the individual,
around leisure preferences and perceived barriers (Crawford & Godbey, 1987). The following
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section will explore each of the coding categories (leisure knowledge, and recovery/safety
considerations) contained within the overall intrapersonal constraint category.
Leisure Knowledge. The most common code for intrapersonal constraints was the
residents’ lack of leisure knowledge. Typically, residents identified lacking knowledge of
available community-based leisure and recreation options and how this restricted leisure choices
or expansion of personal networks. As Earl stated, “just having the knowledge about things that
are going on in the wider community, …you know, if you know what's going on, you know
you'd be more likely to participate…”. Christopher explained how his lack of knowledge of
community leisure options inhibited the process of developing effective leisure habits, “I mean,
in recovery, [people should] find where leisure can fit into their recovery and…what the
importance is of it for people”.
Recovery/Safety Considerations. While lack of knowledge was commonly reported
among the interview participants, it was not the only intrapersonal constraint identified by the
residents. The importance of maintaining recovery and finding leisure activities supportive of
individual recovery were also commonly reported by residents. Some participants reported
feeling their recovery would always influence their leisure choices, accepting that avoiding any
drugs or alcohol was important. Other participants were more circumspect, believing instead,
that if there was no obvious use, they would be able to make recovery-oriented choices and
abstain from substance use. Ben provided the clearest account of this belief stating, “I don't
choose my leisure activities based on the recovery potential, as long as there's no alcohol
involved in 'em, I just do [an activity] for the pure enjoyment of it.” However, Ben went on to
provide an example of a recent trip to a fair that he consciously took with non-drinking friends,
suggesting that subconsciously his recovery plays a more significant role in his leisure choices
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than he may be prepared to admit. Shawna also commented on her social connections and the
impact they have on her leisure choices and recovery. Specifically, Shawna highlighted her
concerns and internal thought process regarding a trip home in her leisure time. Shawna
explained how internal concerns over her ability to maintain her recovery in the presence of old
friends and locations constrain her leisure choices and prevent her taking a trip home in her
leisure time. Shawna explained that, “… going back to my hometown, hanging out with my old
friends, I can't choose to do that. I'd be using in a second.” Shawna demonstrated greater
awareness of how the safety of her recovery influenced her decision making by adding “I moved
out of my hometown to here, because I definitely cannot be in my hometown because I couldn't
stay clean.” Shawna’s thoughts on her intrapersonal concerns highlight how internal thoughts
and beliefs can shape interpersonal connections and even longstanding relationships. The next
section will examine interpersonal concerns of the residents in greater detail.
Interpersonal
According to constraints theory, interpersonal constraints typically reflect relationship
problems, often stemming from intrapersonal thoughts and feelings (Crawford & Godbey, 1987).
The interpersonal coding category contained only one distinct coding category related to
managing personal relationships. This coding category encompassed residents’ concerns over the
use of technology in the programs and how it affected their ability to manage personal
relationships.
Managing relationships was the only sub-code identified during the data analysis process.
This sub-code described participants’ management of relationships in early recovery and how
this constrained their leisure participation. Much of the feedback provided here revolved around
either inappropriate communication or isolating. Several participants expressed concern around
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“gossip” within the program, and how this created a lack of trust between the residents. In turn,
this lack of trust led residents to avoid participating in certain activities that they felt would lead
to contact with someone who could threaten their nascent recoveries. Unfortunately, this led
several of the participants to engage in isolating behaviors. This avoidance of potentially
challenging relationships and isolation was recognized by participants as being unhealthy.
However, participants felt isolating was a better option than socializing with people who could
put their recoveries at risk. This point was made by Steve, who commented “I know a barrier for
me, is … isolation…The fear of using again, the necessity of including that fear in every
equation, every move you make, for me keeping it on myself tends to make it easier for me to
isolate”.
Another constraint to managing relationships and communication within the program was
raised by Ben who highlighted the role technology played in helping residents isolate. Ben
particularly focused on the availability of cell phones and laptops among residents highlighting
how technology presented a constraint on managing relationships, stating “I think this [holding
his cell phone up to the group], this is a huge problem with getting people to participate in leisure
activities because people, myself included, sometimes pass up leisure activities so they can just
sit and watch YouTube videos.” This was also a fear for Andrew who had acquired a new laptop
prior to going to the community residence. He stated “I feel myself [isolating] you know,
because at first, before I got my laptop, I'd be downstairs watching TV with the guys talking
gossiping. So now I'm in my room a lot, watching movies and listening to music.” While intra
and interpersonal concerns shape resident experiences of leisure at the community residence,
there are also challenges presented by the structure of the programs themselves. The next section
will explore these structural issues from the residents’ perspective.
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Structural
The structural coding category encompassed a range of elements relating to the
individual’s life-cycle stage, financial resources, season, and work (Crawford & Godbey, 1987).
This range of items saw the development of two coding categories within the overall structural
constraints coding category: leisure resource constraints and program structure constraints.
Leisure Resource Constraints. Leisure resource constraints spoke to a lack of options
with participants feeling that they were given the same few activities or provided with too little
information on how to access a range of leisure programs. Regarding the lack of information,
participant comments revolved around feelings of being provided very little guidance on
effective use of leisure time, such as this comment from Shawna; “I had no money. I had no way
to know anything about buses. I didn’t know anything about where anything was, and [staff] just
expected me just to leave the house and go find somewhere to volunteer… [The staff] didn’t help
me”. This lack of information about leisure options, and other areas of recovery, resulted in a
perception that there were either few options available or that there was a lack of planning by
staff. In turn, this perception, among residents, created the feeling that staff simply deferred to
familiar things rather than work to expand programming options. This lack of expanded leisure
options helped create a sense of monotony among the residents. As Cory noted, “I think a lot of
times we're sitting around here [at the recovery community center], kind of like okay, what to do,
and it can get a little monotonous coming here”. However, there was also feedback that even
when different activities are planned, a lack of participation may lead to staff planned activities
being cancelled. Earl spoke to this issue when noting, “[staff] offer things, like…we all went to
the movies one night. And then there's been a couple things like another movie thing that got
canceled and then … a nature walk that got canceled. So, I mean if they actually like follow
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through with the stuff that they had planned.” Other participants just wanted to see more options
and felt that more choice would lead to better participation; as Geoff stated, “…if we have a huge
variety of recreational activities to do, that helps...so we get a craving for [recreation], we find a
new way of being around people when we have more fun things to do”. Overall, participant
comments reflected feeling that their leisure options were being restricted by a general lack of
opportunities at their residence.
Program Structure Constraints. Program structure constraints focused on program
rules and time. Although these two items, rules and time, may, at first, seem disconnected, the
community residences have clear program rules around the amount of time residents may spend
in the program each day. Geoff commented on how he saw these rules as a constraint on his
leisure choices especially the need for staff approval, “the community residence has rules and
regulations on, travel and stuff like that, you've got to get it approved and all that, so those [rules
and need for approval] would be two barriers”.
All the participants noted that while the program rules presented some constraints; time,
specifically the way it was structured within the program, generated several comments. Among
these comments several were directed at the large amount of unstructured time residents had to
fill during the week. This unstructured time, sometimes up to 32 hours, was time outside of
outside of treatment groups and other related meetings. In discussing this time, several
participants felt that these extended periods of unstructured time were too long, and that staff
were not willing or able to offer enough support or guidance. Dan expressed his frustration at the
amount of time he was expected to fill with minimal guidance, stating “[staff] want me to do…
35 hours of stuff and [they're] going to help me out with the three of them and I'm on my own for
the other 32 hours, and I can't work”. Dan’s comments expressed frustration over the lack of
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guidance and information given to residents regarding the use of time and accessing resources
during an individual’s time at the community residence.
Beyond the large amount of time residents struggled to fill during the day, residents felt
that due to curfew and scheduled evening events, including communal meals, their ability to
engage in community leisure in the evening was significantly constrained. Shawna highlighted
how time constraints intersected with other concerns including transport and community
engagement. Shawna drew particular attention to the impact of her program’s curfew and other
program elements, stating, “Seven o'clock was our curfew… We gotta be home by 5:00, 5:30 if
we don't have a meeting, so we got from 5:30 to 7:00, and by the time you get on the bus and
wait for the bus to get you anywhere, it's going on seven o'clock and there's no meeting to go to
at that time”. Other participants echoed Shawna’s concerns, questioning the value of such an
early curfew. Steve expressed his concerns over the added pressure and stress such timelines can
create for the individual in recovery noting that, “for the newcomer with all of [these rules and
times], to me translates into way too much on my plate. By the time leisure time rolls around my
already wobbly head it's the last thing on my list.” Such sentiments reveal how, although
residents were more likely to have free time during the day, concern over appointments and
program requirements at the community residence coupled with a lack of self-initiated activities
created a sense of stress. Moreover, the limited ability of residents to participate in community
leisure in the evening, when there were more leisure options available to them, created a sense of
frustration. This frustration was exacerbated as residents felt program rules, around chores and
laundry, further impacted their free time during evenings and weekends meaning that, despite an
abundance of free time, quality leisure time often felt out of reach. As Dan pointed out, “try to
pack all your everything, you know, working out, chores, and everything else you've got to do,
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that people do in their homes, try to pack that from 5:30 to 9 or 10 o'clock at night. That's, tough.
I mean, people do stuff like that during the day, not every day, but some days. I think they need
to be a little bit more flexible with letting you use the house during the day.”
Phase One Results: Summary
Between the three main coding categories (intrapersonal, interpersonal, and structural)
participants appeared to view staff and program structure as recurring constraints on their ability
to engage in leisure during their time at the community residence. The relationship between staff
and residents appeared to highlight an inherent tension between staff trying to run a program
within the constraints of their oversight agency and the residents living in the program trying to
rebuild their lives through recovery. It is unclear from the data collected in phase one whether
these disparate positions are a result only of the program’s structure, or if there are significant
underlying differences between the staff and residents in terms of how they view and value
leisure. Therefore, phase two of this dissertation explored the meaning of leisure among staff and
residents to determine differences and similarities in their perceptions.

Phase Two: Leisure Meaning Inventory Survey Results
Data collection for phase two took place in July 2020 for Staff and November 2020 for
residents and yielded a final sample of 23 staff and 31 resident surveys for data analysis after
cleaning. The staff sample included female (n=9) and male (n=14) participants with a mean age
of 39.32 years. Eleven staff members reported having a bachelor’s degree and employment in a
counseling position. Within this sample, staff were split between those in recovery from SUDs
(n=12) and those not in recovery from SUDs (n=11).
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Among the resident sample, one participant declined to answer any of the demographic
questions, despite completing the entire LMI-R section of the survey, and is, therefore, not
included in the demographic results reported in this section. The resident sample included female
(n=8) and male (n=21) respondents with one participant choosing not to answer. The mean age
of the resident sample was 39.25 years. In terms of education, residents were more likely than
staff to report having a high school diploma (n=14). Further, within the resident sample, 22
participants reported a previous stay at a community residence with the mean of 1.75 stays. The
most frequently reported current length of stay at the residence was less than one month (n=9).
An equal number of participants (n=9) reported having been at the community residence for
between one and four months.
Following analysis of the demographic data, tests of normality were used to determine if
parametric (independent T-tests) or non-parametric tests (Mann-Whitney U test) were
appropriate. The normality testing was conducted using the Shapiro-Wilk test across the overall
instrument mean scores, the four subscales, and the three independent items from the LMI.
Shaprio-Wilks testing with the LMI-S sample showed that only mean scores for passing
time (Mean PT), Exercising Choice (Mean EC), and the overall mean were normally distributed
for this group, while the resident scores showed mean scores for passing time (Mean PT),
Escaping Pressure (Mean EP), and Achieving Fulfillment (Mean AF) scores distributed normally
along with the overall mean. All group scores from the Shapiro Wilks test can be seen in Table
7.1.
Given the mixed results from the Shapiro Wilks tests along with the small sample size,
use of ordinal data in the survey, non-normal distribution of several of the groups, and the
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relatively weak normalcy of scores in the resident sample, the investigator chose to use the
Mann-Whitney U test across all groupings.

Table 7.1 Shaprio Wilks Scores across staff and resident samples
Staff

Residents

Statistic

df

Sig.

Statistic

df

Sig.

S1Liesureimport

.402

23

.000

.667

31

.000

S2LeisureQOL

.697

23

.000

.758

31

.000

S3satisfaction

.876

23

.009

.918

31

.021

Overall LMI Mean

.983

23

.947

.938

31

.073

Mean PT

.953

23

.344

.938

31

.073

Mean EP

.914

23

.050

.935

31

.061

Mean EC

.962

23

.504

.921

31

.025

Mean AF

.865

23

.005

.950

31

.155

Given the mixed results from the Shapiro Wilks tests along with the small sample size,
use of ordinal data in the survey, non-normal distribution of several of the groups, and the
relatively weak normalcy of scores in the resident sample, the investigator chose to use the
Mann-Whitney U test across all groupings. Moreover, since the distribution of the staff and
resident scores were differently shaped, the Mann-Whitney U test could only be used to compare
mean ranks rather than the group medians (Leard Statistics, 2018).
Mann-Whitney U testing of the overall group mean indicated no statistical difference
between the staff (Mean rank = 26.20) and residents (Mean rank = 28.47); U(Nstaff = 23,
Nresident=31,) = 386.500, z = .525, p > .05. This result suggests that staff and residents hold similar
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views regarding the value and meaning of leisure in their lives. However, analysis of the
subscales and independent items revealed a more nuanced perspective.
Similar to the overall instrument mean, analysis of the exercising choice (U(Nstaff = 23,
Nresident = 31,) = 450.500, z = 1.660, p > .05) and achieving fulfillment subscales (U(Nstaff = 23,
Nresident = 31,) = 366.000, z = .168, p > .05) revealed no significant differences between staff and
residents. Analysis of the escaping pressure subscale (U(Nstaff = 23, Nresident = 31,) = 100.000, z = 4.499, p < .05) was the first to show a significant difference between the two groups’ scores.
Results for this subscale indicated that staff (Mean rank = 38.65) were more likely to view
leisure as a means of escaping pressure, compared to residents (Mean rank = 19.23).
The final subscale, leisure as a means of passing time, also showed a significant
difference between the staff (Mean rank = 15.39) and residents (Mean rank = 36.48). For this
variable, Mann-Whitney U testing revealed that residents were more likely to agree with
statements related to leisure as a means of passing the time (e.g., “most of my leisure usually
involves lazing around and doing passive things”) U(Nstaff = 23, Nresident = 31,) = 635.000, z =
4.876, p < .05.
After testing the overall mean and four subscales, the three independent items were
analyzed. For the independent item “I think leisure is an important part of life,” staff (Mean rank
= 32.17) scores were higher than those of the residents (Mean rank = 24.03). Mann-Whitney U
testing indicated that this difference was statistically significant, U(Nstaff = 23, Nresident = 31,) =
249.000, z = -2.355, p < .05. For the second independent item, “For me, leisure contributes to
the quality of my life,” staff (Mean rank = 29.09) scores were also higher than those of the
residents (Mean rank = 26.32). However, Mann-Whitney U testing indicated that this difference
did not reach statistical significance, U(Nstaff = 23, Nresident = 31,) = 320.000, z = -.710, p > .05. As
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with the second independent item, statement three “Overall, I am satisfied with my leisure
experiences,” staff (Mean rank = 28.70) scores were higher than those of the residents (Mean
rank = 26.61). However, as with the second independent item, Mann-Whitney U testing
indicated that this difference was not statistically significant, U(Nstaff = 23, Nresident = 31,) =
329.000, z = -.499, p > .05.
Phase Two Results: Summary
Across the overall mean score, four subscales, and three independent items tested in
phase two, only two subscales and one independent item showed significant differences between
the two groups (staff and residents). following Mann-Whitney U testing, only two subscales
showed significant differences; leisure as a means of escaping pressure and leisure as a means
of passing time, while the only independent item to reach significance was statement one “I think
leisure is an important part of life”. For the leisure as a means of escape subscale, staff had
higher mean scores than residents in this sample. Staff also had higher mean rank scores for the
independent item related to leisure importance. However, for leisure as a means of passing time,
residents had the higher mean score of the two groups. Results of phase two analysis suggested
several areas of concordance and divergence between staff and residents related leisure’s
meaning in their lives. To explore these areas of concordance and divergence further, phase three
sought information from staff related to their personal and professional leisure beliefs and how
they viewed leisure as part of their role at the community residences.

Phase Three: Staff Interview Results
Seven staff interviews were conducted between September and October 2020. These
interviews were transcribed in Otter.ai, before being transferred to Dedoose online software
platform version 8.3.35 for coding and thematic analysis. Results of the thematic analysis of the
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staff interviews revealed three emergent themes each with their own sub-themes. These emergent
themes were personal and professional leisure orientation, leisure programming, and leisure
provision. This section will provide a description of these themes and subthemes. All names
provided in the following analysis are pseudonyms to maintain the confidentiality of the
interview participants.
Personal and Professional Leisure Orientation
The personal and professional leisure orientation theme encompassed three sub-themes:
personal leisure, leisure in recovery, and staff role and leisure programming. These subthemes
reflected the complex views staff had regarding leisure with consensus that leisure was important
in recovery and to them personally. Despite this, staff reported that they spent less time engaged
in leisure activities personally they would have liked and did not view leisure provision as a
significant part of their professional role.
Personal Leisure. The personal leisure sub-theme reflected staff thoughts on their own
leisure and its value in their lives. Although staff were selected based on their LMI scores, all
staff recognized the importance of leisure in their lives, such as this statement from Amanda,
“leisure plays a huge role in my life” or from Peter, “You know I say there's work and there's
leisure and there's not much else ...It's a little bit of exaggeration but not that much.” Other staff
reported that leisure is an important part of their lives even if they did not always feel they make
time for it. One prominent example was Kelly who emphasized that her desire to focus on her
home and career had sidelined her leisure interests in reporting, “[n]ow I really am at a point in
my life that I don't have any downtime. I just sold a house, I just started a job and kind of losing
my mind, but right now I don't have really much leisure at all.” Despite claiming that leisure has
a diminished role in her life, Kelly added that she must consciously protect her leisure time to
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help maintain her balance stating, “[t]oday [Sunday] I look forward to. I’ve decided Sundays are
a day off, I’m not doing anything except church and football…maybe Walmart.”
Leisure in Recovery. Leisure in recovery encompassed interviewee thoughts on leisure
in recovery and its value for residents in their programs. Here again the staff agreed that leisure
was an important aspect of individual recovery. For Mike, leisure was an important part of
finding himself in recovery and addressing some of unhealthy behaviors and attitudes related to
SUDs, “I've seen a lot of really unhealthy behavior. A lot of unhealthy social interactions
especially. So, I think the only way we really get to know ourselves is by spending time in
leisure and not depending on other people to determine what we're doing." This balance, between
leisure provision and providing meaningful leisure choices for residents, was also discussed by
Tommy. He emphasized his belief in the value of leisure during recovery, while also suggesting
that leisure provision should not feel as though it is being forced upon the residents. Tommy
reported, “[Leisure] is very important, but yet, at the same time, it's difficult to say, ‘Go ahead
and do this. Go ahead and do that,’ and have them do it without forcing them to do it. Yet, you
want them to do it without having to say to do it. But it's very important in the scheme of being
in the program, I think.”
Despite these concerns over choice and whether residents could be made to participate in
leisure activities, Katy reported that she makes a point to include leisure in her programming.
Katy highlighted the problem that boredom presents to the residents in her program; as well as,
the relative cost effectiveness of leisure programming, “one of the things that I always hear when
speaking to the residents, one of the things that's really big for them is boredom. For me,
working in this environment and trying to find events or things for the residents to do in a safe
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environment at times can be hard. And trying to set other things up where engaging leisure
activity can be fun for them, but also cost effective.”
Anna expanded on the dilemma of leisure importance in reporting that in her program,
residents have extended periods of downtime, and how she was trying to engage them in
activities without dictating one activity or another, “[The residents] need things to fill their day,
they need things to fill their time. A lot of what we see with this population is they do a lot of
journaling, a lot of reading, and a lot of self-discovery work. I think that [self-discovery work]
too, is part of leisure because I think it's helping them develop those healthy habits that can lead
them to find what they like and don't like to do.”
Staff Role and Leisure Programming. The final sub-theme reflected personal thoughts
on the role leisure programming played in their professional lives. In this area, staff were divided
between those who saw leisure as a significant part of their role within the program and those
who saw it as minimal or even additional to their designated responsibilities. Peter spoke very
clearly to this issue, reporting that he did not see leisure programming listed in his job
description, “Nowhere in my job description, am I aware that it says, come up with ideas for
leisure programming. Manage a caseload, supervise the gym from time to time, you know,
engage in a holistic approach to recovery with clientele on my case load. But I'm not aware of
being a recreation specialist or leisure programming person.” However, despite his stark
statements regarding how leisure is not one of his job duties, Peter still viewed certain leisure
functions and an overall holistic approach to treatment as being within the scope of his work.
This nuanced thinking on leisure programming was evident among several of the staff who did
not feel that leisure was explicitly part of their role. This nuanced thinking manifested is
statements staff made regarding leisure programming, and how resident leisure was something
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they tried to make time for, even if it ultimately failed to materialize due to other commitments.
As Katy noted, “[w]hen I get super busy it's going to impact my ability to focus on [leisure]… In
my current role, because of what I have to prioritize, I feel I'm often juggling, ‘do we have
enough referrals coming in? Do we have funding coming in?’ And doing stuff to keep the
program going, you know, even though I know that leisure is important.”
The issue of time constraints was also noted as a factor influencing staff’s ability to
advocate for, or establish, leisure program ideas as part of their job role. Kelly noted, "I would
love to do something, but I'm not sure that I can. I'm doing groups right now, writing two groups
a day and I have started implementing an education piece.” Amanda indicated that her case load
and supervisory functions precluded her ability to spend much time engaging in leisure
programming with her residents, noting that, “I do a lot more coordination, that's why I don't get
to be the fun counselor. I'm busy moving around every single day constantly doing something for
what's already happening in the program. So, I don't ever get to sit down and get to play a game
with somebody or hang out and really spend too much time with the residents outside of the
therapeutic environment.” Such sentiments reflected a general attitude among staff, that while
leisure has value, it is adjunctive to the program’s primary clinical goals. Indeed, staff generally
noted that while leisure activities are good for the residents, they did not seem to view leisure as
a space where they could work on treatment goals or as a means of facilitating general clinical
interactions.
Leisure Programming
The leisure programming theme encompassed the largest proportion of coded material
and excerpts. Leisure programming included four distinct sub-themes, leisure discussion,
community leisure engagement, scheduling and time, and leisure activities.
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Leisure Discussion. The leisure discussion subtheme explored staff members’
willingness to discuss leisure with residents or among themselves as part of program planning.
During the interviews, staff noted that many of the conversations they have with residents
regarding leisure take place in formal, structured settings, such as during treatment planning
assessments, individual counseling, or group sessions. Mike explained that his conversations
about resident leisure took place “mostly [in his] individual sessions, actually that's not true. I
feel like that it's happened a lot in group too.” Mike viewed these conversations as a means of
eliciting information on resident interests. In turn, this information would then be shared with
other staff during case conferences, “[leisure is] something we talk about as a staff when we're
doing case conferences [especially], what kind of outlets does, insert resident name here, have?
Or what kind of hobbies do they like to like to do.” Peter felt that outside of formal settings,
residents would seek out staff who showed greater interest in leisure activities, “I’d imagine if
[residents] want more information or if [residents] have new ideas, or something like that, they
would probably gravitate towards someone who seemed more enthusiastic or participate in more
outdoor activities.”
Community Leisure Engagement. Programming also encompassed community leisure
engagement, which covered attending mutual self-help meetings and other opportunities
residents had to engage in leisure outside of the program. Within this sub-theme, staff remained
ambivalent about their ability to provide effective community leisure outlets. Amanda noted that
“there’s a lot of stuff in our community like the agency’s recovery center,” however, she only
mentioned one other similar program during our conversation. Kelly expressed an interest in
improving community leisure opportunities once such things are possible again following
COVID-19 restrictions, stating “one of the things that residents do think is leisure is going to
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meetings. They still count that as leisure. Having a support network and being able to attend
those meetings.” Kelly went on to outline a more ambitious community-based agenda “It would
be great being able to take [residents] to meetings where we can network and meet the people, it
would be being able to take the group to a park, to a lake, taking them for a barbecue offsite,
taking them for a camping trip overnight somewhere.”
Alternatively, Tom appeared more grounded in his view that while community leisure is
important it also presents some logistical problems, “Yeah, it's a bit challenging just being [in the
community residence], but it's also problematic to schedule an outing as well because you still
have people that say they don't wanna go and then you have to have more [staff] coverage.”
However, Peter felt that despite these challenges, the staff in his program remained open to the
possibility of community programming, “I mean, I guess it'd be nice for people to get out at
some point. I know there's been some discussion in the program around taking the residents out
for hours, and whether or not that's a good idea.” Both Tom and Peter’s ideas reflect how staff
consider community-based leisure in generally positive terms; however, they also see significant
challenges in setting them up and running them. Accordingly, despite “discussions”, such
programs remain only ideas at present.
Scheduling and Time. Leisure programming also included the sub-theme of scheduling
and time, which outlined staff thoughts on leisure programming within the overall structure of
the residential program. Staff often pointed to scheduled leisure time in their interviews, noting
perceptions on resident participation and engagement and the activities being provided. Mike
spoke of some of the challenges of the scheduling of leisure time in the program by stating,
“[s]ome of the residents have kind of turned their vision of that leisure time, as going out, sitting
down in a chair, some of them will, smoke a cigarette, because they know they're allowed to
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smoke while they're outside. Then they'll hang out for a few minutes, and then will go back in.
So, I kind of ride the fence of saying, no, you have to stay out, this is leisure time, and we're
going to find something to do." Tom echoed Mike’s concern along with the need for staff to
work to encourage participation by noting that, “We have sports-style games or board games, so
we encourage that. Generally, it's not widely accepted. A few residents will participate, but
majority of them go out and just talk with each other. We try to say, ‘Okay, we have this
available. We have a volleyball available. We have Cornhole available.’ Then generally
speaking, they just go out and it's walking around in the back area, generally talking to each
other.”
Despite their reservations, neither Mike nor Tom thought of the structure as being
problematic. Rather, both staff members saw the lack of motivation among residents as the
problem, instead of the proscribed nature of the leisure programming at the residence. As such,
both staff felt adding more structured leisure time would help enhance resident motivation to
participate, rather than adopting a more person-centered approach to leisure programming. The
reliance on structure was a consistent feature of the staff interviews, with staff generally
expressing thoughts on its value and even considering how to add more structure, as Anna stated,
“I'm going to continue to plan my vision out as far as leisure and how we can incorporate more
programs.” Staff sentiments reflect a belief that the program’s structure offers residents choice.
Accordingly, staff see adding more structure as a positive way to enhance programming, despite
evidence that the residents themselves see less value, via their reported behavior, in such strictly
structured leisure time.
Leisure Activities. Leisure activities was the final subtheme for programming and
included thoughts on the activities available within the program; as well as, equipment and
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resources that residents could access to help them engage in leisure during their time in the
program. Generally, staff seemed to reflect on having a good selection of leisure activities
available to residents in their programs. Peter spoke about the availability of his residence’s
fitness center and the program’s leisure schedule, “We have an equipment closet in the gym. You
have the gym itself. You have the schedule. So, there's directed time and I think those are all
strong things that point toward recreation.” Other staff emphasized the range of options their
programs offered, as Tom noted, “we give them options, but the idea of giving them the freedom
of choosing, it's unfortunate at times because there's probably 20, 30 different things they could
choose to do and everything's available.” Further, Anna spoke about the importance of offering
choice, “It's important for them to find other leisure activities that [the residents] can participate
in. So, we have activities that they can participate in and that they like to participate in.”
Moreover, Amanda commented on her program’s work to offer more programming based on
resident feedback, “[m]ost of the time, I think we have a lot of individuals who asked for more
competitive leisure. We have a basketball court and volleyball net and all that stuff's there, you
know, we have the cornhole boards and stuff, over the summer everybody wanted to get
tournaments together and stuff like that. Some of the [residents] enjoy art groups that we do, so
we're working on a therapeutic art curriculum with our recreation counselor.”
In summary of the programming theme, staff reflected that they were more likely to have
had conversations with residents about their leisure during formal treatment planning
assessments or counseling (individual or group) sessions rather than during program down time.
Further, staff often looked to the program’s structure to facilitate leisure opportunities. Of note
was the staff’s focus on “leisure time” and the general expectation that this hour-long session
was the ideal time for residents to learn new leisure skills. However, staff also noted that
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residents often seemed disinterested during this time. Moreover, staff felt their programs
provided a range of leisure options for their residents. The perceived range of leisure options in
programs seemed to compound staff’s belief that the issues around lack of participation lay with
the residents rather than in the program itself. Further, among all these comments, none of the
staff thought that too much choice could present problems for their residents, and while structure
was something that staff seemed to value, structured choice and guided decision making did not
seem apparent to the staff in this sample.
Leisure Provision Challenges
The third and final theme was Leisure Provision Challenges. This theme encompassed
three sub-themes: general constraints including COVID-19, staffing, and “clinical” work
prioritized over leisure. Each of these sub-themes are explored further below.
Constraints including COVID-19. Constraints during COVID-19 were related to
budget, time, transportation, and constraints specifically related to COVID-19. Given the impact
COVID-19 has had on all aspects of American life, it was not surprising that it was mentioned by
each interviewee as a constraint on their current practice and ability to provide services. Kelly,
for example, felt her program had continued to provide a variety of leisure options to residents
during the summer and early fall, but, due to COVID-19 regulations, had some concerns about
what was going to happen when the weather changes from cold to warm, stating, “I'm not
concerned but what I can kind of see coming is in the wintertime when you can't go outside.
You're kind of limited to what you can do and inside. So, I can see that being an issue because
with [COVID-19], they can't have too many people in the gym.” Anna expressed similar concern
over the availability of the gym in her program, noting “inside the facility, my program offers a
gym. We offer three or four gym slots a day for half hour. Because of COVID-19, we only can
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bring down five [residents] at a time.” Anna also noted that outdoor activities had helped them
continue to offer choice, “we offer a recreation time for them, and weather permitting we bring
them outside, we allow them to play volleyball, basketball, they can walk, they can just sit and
read a book outside.” Meanwhile, Amanda expressed concern that residents were spending an
increasing amount of time watching TV, stating “I think we could probably encourage less TV
watching during the day. That’s something we’ve talked about doing. We have a plan for doing
that, but it's kind of been like, you know, with COVID happening if we don't have alternatives to
offer them. It's not really fair, so we haven't rolled that out."
Beyond COVID-19, staff also spoke about budget limitations and how budget constraints
impact general programming, or how budget constraints have been exacerbated by COVID-19.
Peter noted that budget limitations impact programming in a variety of ways including transport
and other leisure equipment, “I think just the core difficulties in engaging in transport or what
sorts of equipment would be a good use of program funds. I mean, it'd be great if there was like a
guitar for everyone but it’s probably not really going to be feasible.” Kelly also spoke about the
challenges presented by budgetary and logistical constraints stating that, “oftentimes getting
individuals transportation to get to things can be a challenge or having enough funds to maybe go
to a great concert or a great play. How are we gonna pay for it? That's a big hurdle.
Transportation and funds.”
Staff also expressed more general budget related concerns. Notably, Anna mentioned that
she was unclear about what budget she had to work within. This concern meant she was unclear
how to account for the cost of programming when planning and making other programmatic
decisions. This lack of certainty around budget and planning has been further complicated by
budgetary constraints created by the COVID-19 pandemic. Summing up her overall budget
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concerns with the current economic climate, Anna explained, “I think having an idea of what the
budget is, is important when it comes to our program, because I think that's what's hindering
things like trying to get this expressive arts group going. I've had the proposal [written] for
months, I've presented it to our old program director, and he approved it. Now because of budget
cuts or something like that, not knowing how much we can have has put everything on hold.”
Staffing. Staffing made up another sub-theme. The staffing sub-theme gathered the
staff’s thoughts on challenges created by staff turnover, low staffing levels, or a lack of dedicated
staff to help provide leisure services within their programs. While staff generally expressed
concern about perceived low staffing levels, most of their thoughts were directed toward hiring
specialized staff rather than just adding more general personnel. Katy stated that she felt
optimistic that broader program changes would lead to improvements in service provision
through the introduction of peer support staff. Specifically, Katy felt peer staff would “be able to
engage with [residents] and aid them in transport that [staff] set up, letting [residents] do more
stuff. We have a vehicle that we can transport them. So, you know, I think that’s more than half
the battle, I think the residents will definitely want to get engaged, if they have the opportunity.”
Katy also expressed interest in hiring a member of staff who would be able to focus on leisure
provision within the program. Katy explained, “I think having someone who is, you know,
leisure activity, you know, this is your thing that you're, you're going to be in charge of, I think
would obviously be super helpful to be focused on the importance of leisure in the program. But
again, I think I feel like that's me dreaming my dream of like what I would want on a team.”
Tom felt that more staff, particularly on weekends would allow the program to offer more
programming, especially if that was that staff member’s main role, “If you had more staff like,
say, on the weekend then maybe you could set up tournaments for different things, and then you
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could have somebody being in charge of it. So, if their main goal or their main job was, there for
like a four or six-hour shift was to, ‘Let's do some tournaments here,’ whether it meant outside,
inside games, puzzles, whatever, it could be improved by doing that.” Anna felt that more staff
focused on recreation would release other staff to focus on their own work. She felt this would
provide a better balance of responsibilities among the team, noting, “Our program director was
trying to get me where I was doing more groups and doing more rec stuff. Unfortunately, things
happen and he’s no longer working with us, so it’s kind of more of gone stagnant. So, when it
comes to providing supervision when people go outside for rec, I know lately it’s been I’m kind
of having to give my shift to someone else. Because I’m busy doing all the clinical spot.”
Staffing concerns reflected a general desire to add staff to help with leisure programming;
however, while this may appear to be a role for a recreation therapist some role clarification
would be required. If adding a recreation therapist to the program, it would be important that
program staff did not feel they were only in the program to provide access to games and general
recreation, rather than holding a distinct clinical role. Unfortunately, based on the comments in
the following section, the distinction between general recreation programming and recreation
therapy’s clinical purpose may not be clear to program staff.
“Clinical” Work Prioritized Over Leisure. The final sub-theme in Leisure Provision
Challenges related to staff thoughts that leisure was not seen as a clinical priority. Anna spoke
most clearly on this sub-theme, commenting that at times she thought “leisure is overlooked,
because I think sometimes our population is strictly medical and attending to medical
needs…there's been times where I've tried to promote things and I've gotten shut down because
clinical will override leisure and rec.” Peter commented that although he personally thought
leisure was important, there had to be a focus on the clinical work to avoid “taking [leisure
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programming] too far and becoming a sort of like a summer camp, as opposed to a rehabilitation
center. So, I think there's some balance between having offerings that are too good or too
expensive or taking up too much time with having enough programming that complements the
serious work that's being done.”
Others felt their ideas were not always embraced by those above them in the program or
they felt there were other programming needs that deserved greater attention. Both Kelly and
Amanda commented that all decisions within the program go through their respective
supervisors. Amanda felt that this led to frustration among staff, whom, she reported, feel "like
[they] have some really cool ideas, but our wings get clipped quite frequently and that's probably
because we're not always the most experienced when it comes to why we don't do certain things
in residential. Of course, [our supervisor] has got way more experience with that." Kelly felt
even more restricted by the decision-making process, stating, “[h]onestly, I don't know because I
feel like whenever there's an idea or something that the only person I can talk to you about it is
the director, and I can't go talk to somebody else because I'm told to just go through her so I feel
kind of shut down.”
The leisure provision challenges sub-theme, while often focused on structural issues
around leisure, highlighted the complex interaction between staff’s personal/professional beliefs
around leisure and the demands of the program. The statements outlined in this section
emphasize that staff within this sample clearly see a role for leisure within the programs they
work but are also cognizant that it needs to be part of an overall treatment program. This
awareness leaves the staff unsure about what this balance should or could look like and
sometimes frustrated when their vision is not endorsed by those above them within the
organizational structure.
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Phase 3 Results: Summary
Thematic analysis of the staff interviews revealed three emergent themes each with their
own sub-themes. These emergent themes were personal and professional leisure orientation,
leisure programming, and leisure provision. The sub-themes related to personal and professional
leisure orientation reflected the complex views staff had regarding leisure with general consensus
that leisure was important in recovery and to them personally, but it was not something they all
made time for personally or saw as a significant part of their professional role. The leisure
programming theme revealed that staff often looked to the program’s structure to facilitate
leisure opportunities. One notable example of this was the staff’s focus on programmed leisure
time. This focus seemed to disregard the staffs own observations that during this time, residents
seemed disinterested and unmotivated. Within this sub-theme, the staff interviewed also revealed
that they were more likely to have had conversations with residents about their leisure during
formal assessments or treatment planning sessions rather than during program down time.
Finally, the leisure provision theme often focused on structural issues around leisure. These
structural issues included COVID-19 and budget constraints, staffing concerns, and the
perception that leisure was not seen as a clinical element within the overall program and
accordingly was not seen as a priority within the treatment process. Overall, interview responses
during phase three highlighted the complex interaction between people’s personal/professional
beliefs around leisure and the demands of the program.

Data Mixing
The purpose of this sequential multi-phase mixed methods case study (Creswell & Plano Clark,
2018) was to answer the overarching research question: To what extent does the leisure meaning
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of residential program staff and resident’s influence residents’ leisure access in a program
focusing on early recovery from SUDs? To answer this question, the qualitative and quantitative
results for each of the three phases of this study were summarized into a joint display model (see
Figure 7.1) to assist in communicating where the quantitative and qualitative results converged
and where results diverged.
Convergent Results
Similarities between the quantitative and qualitative results from the three phases of this
study were revealed during data mixing. The key areas of convergence revealed through the data
mixing process were the importance of leisure in life and as part of a person’s recovery and that
participants felt that leisure was undervalued and under resourced within the community
residence program. This section will explore each of these areas of convergence in greater detail.
Leisure as an Important Part of Life and Recovery. The main area of convergence
between the three stages of this study was the view that leisure is an important part of
participants’ lives and an important part of recovery from SUDs. Mann-Whitney U testing of the
staff and resident LMI scores revealed no significant difference between the two groups on
leisure’s contribution to their respective quality of life (p=.478). Further, leisure meaning
between staff and residents also showed no significant difference (p=.599). Both measures
indicate that staff and residents place value in leisure as a part of their lives and as a key
contributor to overall quality of life. These results were corroborated during the resident
interviews with residents during phase one and the interviews conducted with staff during phase
three.
During resident interviews conducted in phase one of this study, all participants presented
involvement in a variety of leisure activities including mobile gaming, watching movies,
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shopping, meditation, and playing/listening to music. Participants spoke about their need to
engage in a range of activities despite constraints on their leisure knowledge, financial resources,
and programming at the community residence. Resident comments, related to the range of leisure
activities they engaged in, helped outline the value they saw in leisure as part of their recovery
lifestyles; as well as, their concerns around their ability to adequately engage in leisure activities.
Staff interviews conducted during phase three revealed a similar range of leisure
activities engaged in that included, reading, cycling, going to concerts, and listening to or playing
music. As was the case with the residents, staff felt that leisure was an important part of their life
and for recovery from SUDs. Moreover, responses from staff to questions related to leisure in
recovery from SUDs reflected a clear belief in its value. Staff typically spoke of leisure as being
a significant part of recovery because as Mike stated “when somebody goes into recovery, they
start to realize that there a lot of their time was spent under the influence, finding ways to be
come under the influence, and acquiring their substances and acquiring money to acquire their
substances.” Between the resident and staff interviews, both sets of participants shared a range of
leisure activities that they regularly engage in. Further, both groups reflected on the importance
of leisure in recovery and how boredom presented problems in maintaining remission.
LMI scores offered further confirmation of the qualitative data gathered during the
resident and staff interviews. LMI scores revealed no significant differences between the groups
in their overall leisure meaning scores further highlighting that all participants placed value in
their leisure experiences. Across the three phases of the study, participants were able to highlight
individual activities that they placed value in and were able to explain how these activities
contributed to their overall quality of life.
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Leisure Undervalued and Under Resourced in Programs. While leisure was an
important part of life and recovery by both staff and residents, a further area of convergence
between the three phases of the study was the belief, among staff and residents, that leisure was
undervalued and under resourced in programs. Mann-Whitney U analysis of statement three,
“Overall, I am satisfied with my leisure experiences”, revealed no significant difference between
staff and residents (p=.618) regarding their leisure satisfaction. However, no statistical difference
in leisure satisfaction between the two groups does not, by extension, mean that the staff and
residents are satisfied with their leisure experiences. Indeed, staff and resident mean scores in
response to statement three, show mean scores of 3.26 and 3.10 respectively, on a five-point
scale. These mean scores suggest that both groups, while valuing leisure, may see some need for
improvement in the type or frequency of their leisure participation to increase overall leisure
satisfaction.
Illustrating the notion that leisure is undervalued within the program are resident
comments on their perceived need for greater knowledge and resources. Specifically, resident
comments highlight their desire to improve their leisure experience and participation.
Alternatively, staff often pointed to the demands of their work and a lack of clarity regarding
when and where leisure should be incorporated into their day to day functions. Moreover, both
staff and residents commented on the need for an individual within the program whose role was
to help provide leisure programming and support. This suggestion, from both staff and residents,
lends further credence to their thoughts on the value of leisure, while also struggling to clearly
establish a role for leisure within their work and recovery lifestyles respectively.
Divergent Results
Data mixing revealed key differences between staff and resident attitudes toward leisure
programming at the community residences. To explore these divergent views, this section will
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begin with an examination of staff attitudes before examining resident attitudes. Finally, this
section will examine specific areas of divergence related to staff and resident perspectives
around leisure role expectations and leisure programming within the community residences.
Staff Divergence.
This section will review areas where staff views diverged from those expressed by residents.
Leisure More Important in Staff Lives. Mann-Whitney U testing revealed a significant
difference (U(Nstaff = 23, Nresident = 31,) = 249.000, z = -2.355, p < .05) between staff and residents
on statement one, one item not grouped into one of the three independent items analyzed as part
of this study. For this item, staff were more likely to indicate strong agreement with the
statement, “I think leisure is an important part of life”, than the residents, with mean ranks of
32.17 and 24.03 respectively. These ranks indicate that while both staff and residents value
leisure, there is a difference in terms of how much value each group places on the importance of
leisure as a part of their lives. Indeed, during interviews staff made several comments that
reflected on leisure being important in their lives. Moreover, staff were likely to lament about the
struggle they had finding time for leisure outside of their work and other daily obligations.
Leisure Viewed as Means of Escape. The second item to show a significant difference
between staff and residents was the escaping pressure subscale (U(Nstaff = 23, Nresident = 31,) =
100.000, z = -4.499, p < .05). Results for this variable indicated that staff were more likely to
view leisure as a means of escaping pressure with a mean rank score of 38.65, compared to
residents’ mean rank score of 19.23. Staff comments during interviews reflected the idea that
leisure helped them to find a sense of balance. Moreover, leisure and recreation were items that
staff would actively work to engage in, even in what to them felt like small ways, so that they
had some sense of balance in their lives.
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Resident Divergence.
This section will review areas where resident views diverged from those expressed by staff.
Leisure as Means of Passing Time. Mann-Whitney U testing revealed a significant
difference between residents and staff in their mean scores related to leisure as a means of
passing time (U(Nstaff = 23, Nresident = 31,) = 635.000, z = 4.876, p < .05). While staff viewed leisure
as more important in their lives and as a means of escape, residents viewed leisure as a means of
passing time. Mean rank scores for the passing time subscale were 15.39 for staff and 36.48 for
residents. These scores were also reflected in comments made during resident interviews, with
residents making several comments on the amount of time they have available for leisure. These
comments indicated that, unlike staff who struggle to find time for leisure, residents struggle to
find an adequate range of leisure activities to engage in during their time at the community
residences. Moreover, while leisure was viewed less as a means of escape from a hectic
schedule, several comments were made about leisure as a means for filling time until the
residents could engage in other activities including paid employment.
Leisure Perspectives Divergence.
While the divergences reviewed previously in this section related to the specific meaning
of leisure to the staff and residents respectively, data mixing also revealed two additional items
that show a clear disconnect between the two groups in relation to the role of staff in facilitating
leisure for the residents and in how that leisure should be factored into the community
residences’ programs. Accordingly, this section will explore the divergent views of staff and
residents in relation to leisure facilitation and leisure programming at the community residences.
Leisure Facilitation Role. During analysis of the resident and staff interview data, it
became apparent the staff and residents had starkly divergent views on staff’s role vis-à-vis
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leisure facilitation. Residents felt that staff were an important part of residents’ ability to access
leisure in the program and in the wider community. Indeed, residents often commented that staff
needed to do more to help them find leisure opportunities. Residents noted that staff were often
unwilling to offer leisure programming ideas beyond accessing recovery community centers or
the occasional activity within the residence itself. During these conversations, residents
expressed frustration over the way staff expected them to fill their time while offering such
limited support.
In contrast, staff emphasized that their view of their role involved a lot more than leisure
programming. While staff, for the most part, were happy to engage in leisure provision within
the program and saw its value, they only saw it as one role among many. Moreover, the role
leisure played was somewhat adjunctive and did not always align with what they viewed as their
primary responsibilities. Additionally, staff expressed frustration over the seeming lack of
interest among residents in participating in planned recreation activities. The perceived lack of
interest, coupled with staff frustration, led staff to further devalue leisure within the program, and
rather than try to figure out ways of increasing leisure interest among residents, staff invested
more time in their other responsibilities.
Programming. The final area of divergence between staff and residents was the role of
the community residences’ programs in facilitating or constraining leisure. This final area of
divergence saw staff viewing program structure as a means of facilitating leisure opportunities,
while residents were more likely to view it as a constraint. Residence staff reported that despite
some structural issues there were a range of leisure activity choices available to the residents; as
well as, structured leisure programming across the residences. Staff felt that the program
afforded residents safe opportunities for leisure and that if asked for leisure items that were not
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currently being offered, accommodations could be made to a certain extent. However, staff did
acknowledge that there were clear limits on what they could offer in the program due to spatial
and budgetary constraints.
Alternatively, residents felt that while many staff tried to establish leisure as a part of the
community residence programming, there were still too few options that worked during the times
that residents had available. Of particular note for the residents were issues around curfew and
extended periods of time during the week where they were expected to find safe and healthy
ways to occupy themselves with little guidance or support. Residents also noted that many
leisure options and activities that were offered were cancelled due to lack of attendance.
Residents acknowledged that they understood that staffing and other factors may have affected
these cancelations. However, residents also expressed frustration that they not been able to
participate in their chosen leisure activities because others did not show up for planned events.
Finally, residents noted that while community-based recovery centers were available and
sometimes offered effective programming options, the repetition of going to the same place each
day left them feeling that their lives lacked enough variety and left them feeling unfulfilled.
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Figure 7.1: Joint display model showing the convergence and divergence of views on leisure
in community residences
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DISCUSSION
This chapter of the dissertation provides a discussion and interpretation of the findings
reported in the previous chapter. The chapter opens with a summary of the results of this study
before connecting the overall results to other relevant research. Additionally, this chapter
considers the implications of this research to the SUD treatment field along with
recommendations for future research before closing with a discussion of the limitations of this
work.
Summary of Results
For the summary of results, each phase’s results are reported in sequential order along
with a review of the results of the data mixing process.
Phase One: Resident Interview Results Discussion
Resident interview results highlighted the role of staff and program structure in
facilitating or constraining leisure opportunities among residents. These two items, staff and
program structure, impacted all constraint types (intrapersonal, interpersonal, and structural)
outlined by Crawford and Godbey (1987). At the intrapersonal level, residents felt staff offered
little guidance and support in terms of how to spend their time, as they entered the community
residence. This lack of support led to feelings of doubt about participants’ ability to engage in
leisure activities and thus served as a constraint. At the interpersonal level, residents spoke about
the challenges of managing relationships and isolation. Here, the introduction of cell phones and
laptops into programs in recent years, has enabled residents to choose to stay away from others
within the program rather than interact. Residents reflected on the role technology played in the
program by expressing concern over the increased isolation and the resultant increased difficulty
managing relationships. Finally, at the structural level, residents spoke about the perceived lack
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of choice created by the availability of leisure resources, and constraints presented by the overall
program structure in the residences. While the former, lack of choice, presented issues around
monotony and boredom, the latter, program structure, presented feelings of stress and anxiety. In
both cases, residents felt staff could expand choice and offer greater flexibility around
scheduling.
These findings were contrary to the expectation when designing this study. Initial
expectations were that residents would highlight intrapersonal constraints related to self-concept,
interpersonal constraints related to building a new network, and structural constraints related to
money or transport. However, while each of these items were discussed in limited ways during
the resident interviews, they were spoken of in the context of the overall residence programs and
the staff who oversee them.
Phase Two: Leisure Meaning Inventory Survey Discussion
Results of phase two analysis suggested several areas of concordance and divergence
between staff and residents related to leisure’s meaning in their lives. Across the overall mean
score, four subscales, and three independent items tested in phase two, only two subscales and
one independent item showed significant differences between the staff and resident groups. Staff
had significantly higher mean rank scores for the subscale leisure as a means of escaping
pressure, and the independent item “I think leisure is an important part of life”. Meanwhile,
residents had a significantly higher mean rank score for the leisure as a means of passing time
subscale.
Results of phase two analysis suggest that staff and residents view leisure differently
based on the amount of time they feel they have available to engage in leisure activities. For
residents, who have a large amount of unstructured time during the week, leisure is seen as a
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means of passing time. Alternatively, for staff, who likely have significantly less free time
because of their work commitments, leisure is a means of escape from daily stressors.
Phase Three: Staff Interview Discussion
Across the seven staff interviews conducted during phase three, three themes emerged,
each with their own subthemes. Analysis of these themes and subthemes highlighted the complex
interaction between staff’s personal/professional beliefs about leisure and the demands of
working in and running residential programs. The staff interviewed during phase three, all
accepted that leisure was important in their personal lives and an important part of peoples’
recoveries. However, interviewees were less clear on how they, as staff, should be including
leisure programming as part of their work. In addressing this, staff reflected on the value of
structure within the program, especially programmed leisure time and activities, as a primary
means of helping residents find leisure. Staff also noted structural constraints relating to program
budget and restrictions put in place because of COVID-19. However, of the constraints noted, a
recurring theme was the devaluing of leisure as a part of treatment within the program and a lack
of dedicated leisure resources, particularly staff time.
Data Mixing Discussion
Data mixing revealed two key areas of convergence across the three phases of this study.
These areas of convergence were leisure’s importance in life and recovery, and the sense that
leisure was undervalued and under resourced within the programs. Staff diverged from residents
in their views on leisure as a means of escape and in their overall view of leisure’s importance in
their own lives. Essentially, despite staff’s personal feelings, that leisure has value and can help
people recover from SUDs, they also felt that their professional roles offered limited support for
leisure programming. Moreover, where staff tried to implement additional leisure programming
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to support recovery, they felt stifled by those above them in the organization and their efforts
ultimately failed to materialize into meaningful leisure programming. Alternatively, residents
viewed leisure as a means of passing time rather than as a means of escaping pressure. Staff and
residents clearly diverged on matters relating to the role of staff in leisure programming and
whether structure was a constraint or facilitator of leisure within the residences. Regarding the
former, staff were less clear on their role in leisure programming, while residents felt staff should
be more involved. For the latter, staff felt that structure provided a means of offering leisure
choice, while residents saw that same structure as constricting leisure choice. These findings
raise important questions relating to the nature of leisure programming and the expectations staff
and residents on leisure within the residences, as well as, how each group values leisure in the
program.

Connection with Previous Research
The following section provides a review of previous research across the human services
field, including SUD and MHD treatment. The purpose of this section is to draw clear
connections between this current research and how it is informed by, or contributes to, existing
literature.
Staff Influence
Discrimination against individuals seeking SUD treatment by medical professionals is
unfortunately common in the SUDs treatment process (Brener et al., 2012; Van Boekel et al.,
2014). Such discrimination is rooted in the moral model of SUD treatment and the belief that
SUDs are the result of an individual’s moral failings (Levine, 1978). Despite this model’s
decreasing use among treatment professionals over the last 40 years, many of the beliefs about
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individuals with SUDs remain in the public consciousness and manifest as stigma (Marlatt et al.,
1988). To help address the issue of discrimination and related stigma against individuals seeking
treatment, research suggests greater familiarity with individuals with SUDs can be beneficial.
Indeed, increased familiarity with individuals with SUDs can help mitigate negative attitudes and
even lead to improved treatment decisions among treatment staff (Howard & Holmshaw, 2010;
Van Boekel et al., 2014).
Beyond greater familiarity with individuals with SUDs, evidence-based practices; such
as, motivational interviewing, may also provide a means of promoting more effective
communication between treatment staff and patients, further reducing the likelihood of
discrimination (Deravin Carr, 2017; Welch, 2014). Creating an environment where such
evidence-based practices are commonplace will require additional training and staff support.
However, research suggests that evidence based practice remains popular among staff as a means
of treating individuals with SUDs suggesting that staff are willing to engage in new approaches
to their work if provided sufficient resources (Forman et al., 2001). Additionally, evidence-based
practice may add to the perception that, rather than being a moral problem, SUDs represent a
clinical/medical problem that can be treated.
Understanding the role staff attitudes play in shaping treatment is significant in a field
where discrimination and stigma are prevalent, even among those meant to help. Accordingly,
working with staff to help them see how their personal biases, as they relate to SUD treatment
and the individuals they work with, could impact treatment could help improve resident
treatment experiences and outcomes. The need for such a shift is highlighted by this research
where staff views on resident leisure participation reflected staff’s own beliefs of leisure as a
means of coping with stress. Since this is not the same way residents view leisure, as a means of
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passing time, staff beliefs set up a dynamic between the two groups that created constraints on
leisure rather than facilitating it. Further, staff did not appear to consider leisure as a place where
person-centered practice could add value and often shied away from leisure focused
conversations. Both practices, a lack of person-centered focus and reluctance to engage in leisure
focused conversations, created additional constraints on leisure programming. In part, staff’s
attitudes reflected a view that leisure is adjunctive to treatment rather than an integral part of the
recovery process. Unfortunately, this precluded several leisure interventions that are recognized
as evidence based practices including adventure therapy (Gillen & Balkin, 2006), stress
management (Varvogli & Darviri, 2011), and physical activity and exercise (Zschucke et al.,
2012).
Leisure, and its role in recovery, could provide a significant element in enhanced training
that is designed to address staff’s personal biases and attitudes related to the individuals they
work with. Such training should be designed to increase familiarity with resident attitudes toward
leisure and the leisure constraints residents face during early recovery. Training should also offer
an opportunity for reflection of staff’s own attitudes toward leisure and how this contrasts with
the residents. By taking this approach, training would highlight the differences between the two
groups and start a dialogue with staff on how they can address attitudinal differences. Coupled
with reflective elements and self-assessment of leisure attitudes would be training on leisure as
an evidence-based practice and person-centered care. These latter elements would be designed to
move leisure to a more central role within treatment and, in turn, allow staff to address it with
residents in a more meaningful way. Further, such training would be designed to increase staff
awareness of leisure interventions and how leisure may be used to support resident recovery.
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The training suggested above could capitalize on staff interest in utilizing evidence-based
practices. However, broader cultural issues, regarding personal responsibility for SUDs and
treatment approaches may continue to create barriers for individuals seeking recovery through
agencies (Brekke et al., 2018; Koski-Jännes et al., 2016). Although many of these issues have
been focused on the use of MATs (Knudsen et al., 2005; Roberto et al., 2014a), this current study
would suggest that a focus on leisure in treatment experiences similar challenges when it comes
to overcoming the barrier of staff attitudes. These broader attitudinal barriers among staff seem
to contradict other research examining the link between staff attitudes toward 12-step groups and
their spiritual beliefs (Day et al., 2005). While Day et al.’s (2005) study showed higher levels of
spirituality were likely to increase the chance of a referral to 12-step groups, staff in this study,
despite their greater valuation of leisure, did not place greater emphasis on leisure programming
within the work. The lack of emphasis on leisure, despite personal beliefs, suggests that personal
values related to leisure work differently to those related to spirituality and other recoveryoriented behaviors. As such, training alone may be insufficient and there may be a need for a
wider cultural shift within the programs to focus on leisure and its value for both staff and
residents as part of the treatment milieu.
Leisure Value and Purpose
Staff in this study viewed leisure as a means of escape from day-to-day stressors
including their work. In this sense, leisure serves a restorative purpose allowing staff to cope
with the various stressors their work presents. The use of leisure as a means of coping was
examined by Lee, Wu, Lin, Lee, and Wu, (2012) among adolescents. Lee et al. (2012) found
that leisure participation should be actively encouraged as a means of decreasing avoidance
coping behaviors such as using drugs and alcohol. These findings reflect the need for work-life
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balance for staff and underscore the importance of leisure as a means of coping. Although Lee et
al.’s (2012) study did not sample residential staff, its results suggest that leisure can be an
effective means of coping and may help individuals avoid potentially more destructive coping
mechanisms such as drugs or alcohol, both of which would prove problematic for individuals
working in SUD treatment settings.
In contrast to staff views on leisure as a means of escape, resident scores suggested that
they view leisure as a means of passing time despite their struggle to find the benefits of free
time. Additionally, the increased free time experienced by residents is a result of program rules
related to payments and welfare benefits further reducing feelings of control among residents.
Further, residents’ options for leisure are limited given the limited income (i.e., stipends). Rather
than seeing their program enforced free time as an opportunity, LMI scores suggests that
residents view that time as a source of stress and boredom. In turn, this sense of boredom and its
related stress can decrease life satisfaction and increase the likelihood of a return to substance
use (Iso-Ahola & Weissinger, 1987; LePera, 2011) Alternatively, leisure activities can help
residents overcome boredom and reduce its inherent risks (Cook, 1985; Iso-Ahola & Crowley,
1991). Unfortunately, the abundance of free time and the lack of resources to fill that time
creates a paradox wherein an effective recovery oriented coping skill becomes a potential
constraint on recovery. Viewing the abundance of free time as a constraint on recovery
highlights the need for additional support to help residents move forward and find healthy ways
to spend their time.
Ultimately, the findings of this study suggest that the attitudinal differences between the
two groups may reflect the starkly different amounts of time that each group has for leisure.
Given the difference in the amount of time staff and residents have for leisure activities, it may
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be expected that each group would value leisure time differently. While both staff and residents
viewed leisure as important, staff valued their leisure more. Staff’s greater valuation of their
leisure time may reflect the different amount of time the respective groups have to spend
engaged in leisure and a perceived need to cope with additional stressors created by their work
(Lee et al., 2012). Alternatively, the abundance of free time residents have creates stress and
boredom and ultimately may serve as a constraint to their recovery.
The Importance of Programming and Structure
As noted previously, staff and residents clearly diverged on matters relating to the role of
staff in leisure programming and whether structure was a constraint or facilitator of leisure
within the residences. In consideration of the influence staff can have on program outcomes, a
meta-analysis conducted by Leipoldt, Harder, Kayed, Grietens, and Rimehaug, (2019) found that
development of a positive social environment led to a more positive range of treatment outcomes
including decreased bullying, increased treatment motivation, and shortened length of detention
among youth experiencing therapeutic residential care. These findings suggest that staff can help
shape the treatment environment and influence outcomes for the individuals in their care. The
work of Leipoldt et al. (2019) suggests that staff, and by extension the program structure they
create, can have a significant effect on resident attitude and participation while in treatment. In
addition, these findings help validate the thoughts of residents during resident interviews who
felt staff did not do enough to support them and their leisure interests. By creating a more
positive environment, via increased social support and engagement, staff may be able to decrease
resident feelings of isolation and increase motivation to remain in treatment.
Beyond the work by Leipoldt et al. (2019), Chatfield, Diehl, Johns, Smith, and GalindoGonzalez (2021) examined perceptions of care quality of adults who had previously spent part of
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their youth in the residential treatment setting. Their study found that the more restrictive the
adults perceived a program, the lower their perceived quality of experience. In this study,
restrictive program elements included intrusive staff practices and a closed or insular group
dynamic that limits interaction and discussion (Chatfield et al., 2021). These findings suggest
that where residents in interviews were looking for greater flexibility within the program, they
were pushing back on what they viewed as a restrictive environment. The results from Chatfield
et al, (2021), add further weight to the impact staff and their programming decisions can have on
overall perceptions of the quality of life of residents within a program.
Finally, the interpersonal dynamic between staff and residents may have impacted in this
study. Several of the resident interview participants spoke of problems with specific members of
staff at their programs and how those staff members’ attitudes affected the resident’s program
participation. Some of these comments conveyed clearly negative attitudes about how specific
staff members spoke to residents or approached programming. As a comparison, another study
also found that negative attitudes toward staff were exhibited with residents of treatment
programs, albeit in a youth program instead of an adult program (Henriksen et al., 2008). While
it should be noted that not all residents felt negatively toward the program staff, indeed some
were very complimentary, the variety of negative comments made suggest interpersonal
concerns may have influence some resident responses during the resident interviews. These
concerns may be related to staffing and the residents’ personal situations, rather than a collective
lack of interest on the part of program staff in providing safe and effective programs.
While the studies mentioned above examined youth residential programs, there are
similarities between these programs and adult community residences that allow for some, albeit
limited, comparison. The youth programs used in the aforementioned studies share the following
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characteristics with the adult community residences, such as highly structured settings with a
focus on rehabilitation. These programs also differ in significant ways including the age of the
respective residents and the voluntary nature of the community residences. These latter two
points are worth noting as they impact participant perspectives on their role within the overall
program and how much influence they have over programming.
Given the community residences population of adults receiving voluntary treatment, one
might expect there to be a more collaborative approach to decision making within the program.
However, findings from the resident interviews indicate that many of the participants, despite
their concerns over programming, have assumed a more passive decision-making role. For the
residents, the assumption of this more passive role means that they look to the staff to guide
leisure programming. Simultaneously, when not happy with their leisure options, they assume a
more passive stance and choose to opt out rather than speak up. The opting out behaviors are
noted by both staff and residents with the former noting limited participation during scheduled
leisure time and the latter when trips and other activities are cancelled due to a lack of interest.
Ultimately, these more passive responses to leisure fail to meet the residents’ needs as staff
misinterpret them as a need for more structure and support.
Leisure Skills Clinically Under Valued
Results of this study provided further evidence of the challenge clinical staff have when
considering leisure programming. Interviews revealed that staff struggled to find time to engage
with residents on leisure topics. Moreover, staff believed that leisure programming was either a
small part of their overall role or not a part at all. This dichotomy deprives residents of an
important element in their recovery as staff prioritize more clinical work over leisure. Such
practice, on the part of staff, narrows resident pathways to recovery and limits opportunities for
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positive social engagement (Fenton et al., 2016). While staff are focused on addressing housing,
vocational, and health needs, they often neglect recreation as an important part of the overall
recovery experience (Fenton et al., 2016). The findings of this study highlight the need for staff
to see leisure as a critical domain within the overall treatment program, that can help build
positive recovery oriented habits and recovery capital (Cloud & Granfield, 2008).
Ultimately, while interview participants spoke about leisure’s importance, their reliance
on a program structure that views leisure as adjunctive to other work, may be undermining their
ability to deliver effective leisure programming. Additionally, by viewing leisure as a secondary
function of the overall program, staff are implying to residents that participation is not important,
while at the same time expressing frustration that residents are not participating in dedicated
leisure time.
Leisure Constraints
Overall, the results of this research highlight the stark differences between staff and
resident perspectives on leisure. Moreover, this study reveals how these differences serve as a
significant constraint on leisure programming within the community residences. The disconnect
between the two groups crosses between the three types of constraints (intrapersonal,
interpersonal, and structural) outlined by Crawford and Godbey, (1987). This section will
explore the relationship between intrapersonal, interpersonal, and structural constraints
discovered during this study.
Intrapersonal. Intrapersonal constraints influence residents’ ability to make leisure
related decisions and are impacted by both their lack of leisure knowledge and their view on
leisure as a means of passing time. For staff, intrapersonal constraints and the internal decisionmaking process are affected by a lack of role clarity as it relates to leisure provision, as well as
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an internal tension over the importance of leisure personally and within their professional
practice.
Interpersonal. The intrapersonal concerns detailed above, are then brought forward to
the interpersonal sphere with each group projecting their personal thoughts and biases onto the
other. For residents their concerns over leisure knowledge lead to an interpersonal expectation
that staff will provide opportunities and other supports to help them engage in leisure.
Alternatively, staff see their role, regarding leisure provision, as being limited. This limited role,
in conjunction with the high value staff place on their personal leisure time, appears to lead them
to the conclusion that residents should take more control over their leisure opportunities.
Moreover, when each group fails to meet the other groups’ expectations both groups express
frustration, creating a further interpersonal constraint.
Structural. Ultimately, intrapersonal and interpersonal constraints are compounded to
create structural constraints. Here the internal and interpersonal differences of the staff and
residents create a disconnect about programming decisions. This disconnect means each groups’
expectations of the program are different and, when combined with a lack of adequate
communication, means that ultimately, neither group’s needs are met. This is illustrated in
divergent view of the program’s structure with staff feeling it provides leisure choices, while
residents see it as a constraint. Another example of this disconnect is provided by the staff’s
descriptions of resident involvement in scheduled leisure time, where residents lack interest or
investment. This lack of interest among residents, leads staff to believe that more options are
needed in that time slot. Based on the results of this study, it appears that during the leisure
planning process, staff do not speak with the residents about how they feel their leisure needs
might be met. Additionally, the more passive position assumed by residents means that they are
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also unlikely to speak up about their needs, creating a further barrier to effective communication
regarding leisure within the programs.
Ultimately, data mixing revealed two groups who see clear value in leisure but have
widely divergent views on how leisure is a part of their lives. As a result, these divergent views
lead to multiple levels of constraint on the development of meaningful leisure experiences for
residents during early recovery.

Implications for Practice
This is the first study to examine the leisure-based interactions of staff and residents in
community residences for individuals in early recovery from SUDs. As such, the study yielded
some important results that can help improve service provision for individuals in early recovery.
Accordingly, this section will review the implications of this study.
From this study’s findings, there are five key outcomes that have direct implications to
the SUD/MHD treatment field. First is the need for community residence programs to
acknowledge that staff and residents have different leisure priorities and objectives, and that, in
turn, this shapes each groups’ leisure attitudes. Second, there is a need to plan more personcentered leisure programming for individuals in early recovery. Third, staff should work to
engage residents in more leisure planning as part of their overall treatment. Fourth, there is a
need for additional staff training to enhance role clarity around leisure programming and its
importance in recovery. Finally, it is apparent that there is a need for recreation therapy services
within community residence programs. Each of these items will be explored in more detail
below.
Different Leisure Priorities
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The need to acknowledge differences in leisure priorities and objectives between staff
and residents is a critical first step in improving leisure planning and communication within the
community residence programs. Given the divergent views of the groups, it is important that
staff view leisure from the resident’s perspective, so that they can have meaningful conversations
about leisure in early recovery. These conversations can provide the impetus for implementation
of the second implication, a more person-centered approach to leisure planning.
Increased Person-Centered Programming for Leisure
While the programs involved in this study generally employ a person-centered approach
to treatment, person-centeredness was not apparent regarding leisure programming. In general,
conversations regarding leisure were limited to more formal settings, if staff held them at all, and
activities were generally planned at the group level. While there is a strong case for a lack of
resources limiting individualized planning, many of the planned group activities are cancelled
due to poor attendance. This means more resources are wasted and residents are left with fewer
opportunities. A more person-centered approach could reduce this waste and even help use staff
more effectively to deliver meaningful leisure programs that residents want to spend time in.
Increased Resident Engagement in Leisure Planning
Practicing in a more person-centered manner would also see greater resident involvement
in leisure planning. While currently, residents have some limited decision-making ability on
specific activities, they have a very limited role in the overall program design. Using a personcentered planning approach to leisure would involve greater resident participation in the planning
process (Borrell-Carrio et al., 2004; Freudenreich et al., 2010; Hebblethwaite, 2013). In turn, this
increased planning role would help encourage participation among residents as they have had a
hand in the planning and organization of the activity or event. Moreover, even regularly
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scheduled events could see improvements with resident feedback and greater communication
regarding expectations and objectives between staff and residents. It should be noted though that
transitions toward more person-centered planning can create practical challenges, (e.g. limited
staff for implementation of programming) even if staff are committed to the process
(Hebblethwaite, 2013). Given staff thoughts on their current level of support more personcentered planning could create significant challenges regarding staff morale and motivation.
Leisure Focused Staff Training
For staff to feel comfortable engaging in leisure focused conversations and work in a
more person-centered way when planning leisure opportunities, there is a need for additional
training around the value of leisure in recovery. While staff value leisure in their lives and as part
of the recovery process, there remains a lack of awareness of the resident’s perspective on leisure
and how to spend leisure time. Moreover, staff view leisure as an adjunctive part of the treatment
process and dedicate less of their time to ensuring residents are engaged in meaningful recoveryoriented leisure. Finally, this training could help raise awareness of available leisure resources
and provide additional connections that staff could use with residents.
Introduction of Recreation Therapy Services
A final implication of this study is a need for recreation therapy services in, or between,
the community residences. These services could be used to support staff in developing more
effective leisure programming and opportunities. A properly credentialed recreation therapist
could facilitate group activities and provide individual leisure counseling for residents to help
them use their time more effectively and establish healthy coping skills through leisure
participation. Simultaneously, this would address staff requests for greater role clarity regarding
leisure and leisure programming support. Moreover, a recreation therapist could address the need
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for greater resident participation in the leisure programming planning process and help address
more clinical aspects (e.g., healthy leisure routines, leisure as coping, and stress management) of
leisure in recovery.
This study also highlights the need for ongoing RT services and support beyond inpatient
settings. Currently, as certified professionals, recreation therapists are not able to bill for services
in New York and any work they do has to be covered by other agency fees rather than direct
billing. As such, recreation therapy is limited to inpatient settings where services can be
incorporated into a daily bed rate for each patient. Unfortunately, this means that as patients reenter the community and seek to engage in recovery-oriented leisure activities the most
appropriate service is often unavailable to them. Moreover, as this study highlights other
program staff have limited knowledge or time to offer equivalent supports and do not view
leisure as serving a clinical purpose. This latter point serves to reduce leisure to a distraction
rather than a meaningful part of the individual’s recovery experience. This gap in services for
individuals in recovery is particularly notable given the relatively good treatment services
offered for mental health and substance use treatment in New York State. Indeed, Mental Health
America Ranked New York 4th among all states for provision of and access to services in 2020
(2021). This suggests that while work is needed to improve service provision in New York, other
states also need to consider improvements to their treatment models to help improve outcomes
across levels of care.
These implications for practice could have significant benefits for both residents and staff
working in community residences. However, given the lack of research in this area, more
evidence will be needed to help influence systemic changes to current practice and funding
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models. To this end, the following part of this section will outline recommendations for future
research.
Recommendations for Future Research
While the current study highlights many implications for practice, a need for additional
research remains. While the results of this study suggest several areas of further research, it is
important to acknowledge that this study was conducted with one agency in a limited
geographical area. Accordingly, additional research using a larger sample, across a wider
geographical area would be prudent. Such research could use a modified LMI instrument that
incorporates open ended questions related to the constraints identified by staff and residents in
this study. Such a study would help refine our understanding of the interaction between staff and
residents in treatment settings and how their leisure values shape leisure constraints and
facilitators within those programs.
While this study provided an initial examination of staff’s influence over resident leisure
during recovery, there remains a need for a larger study on this topic that examines multiple
agencies across geographic regions. Such a study could further our understanding of the staff
resident dynamic as it relates to leisure in recovery from SUDs and help overcome some of the
limitations of this exploratory study. In addition, further research related to staff influence on
leisure and, in turn, resident recovery, could lead to the development of leisure-oriented
interventions that improve resident outcomes. Such research could also help train frontline staff
in community based residential settings to provide a more person-centered approach to leisure
programming.
Beyond staff influence, there is a need for research into how leisure activities and
programming can help individuals in early recovery. Specifically, there is a need to develop

266 | P a g e

more insight into how individuals transition from a leisure perspective centered on passing time
to one that helps them manage day to day stressors. Such research could help integrate leisure
more centrally into community residence programming, while helping residents develop a
meaningful leisure lifestyle that they can maintain through extended periods of recovery.
Finally, further research should explore the value of person-centered leisure
programming in early recovery. More specifically, such research should examine whether person
centered leisure interventions influence recovery or treatment outcomes. Research in this area
could provide further impetus to create more focused leisure opportunities within SUD treatment
and help position leisure and recreation more centrally within treatment planning processes.

Study Limitations
As noted in the methods section in Chapter three, the most significant limitation of this
study was the COVID-19 pandemic, which disrupted phase two and phase three data collection
and led to two redesigns of the overall study. These redesigns were the result of additional
restrictions placed on accessing treatment facilitates and participants. These disruptions impacted
the sequencing of the phases of the study with staff interviews (phase three) being conducted
before resident LMI assessments (part of phase two). This sequential modification could have
affected the questions asked during interviews and limited the utility of the data collected during
the interviews. Unfortunately, this sequential issue was created by the second wave of COVID19 that eliminated access to residents in the programs and led to a further design modification.
While COVID-19 impacted the entire study design other limitations were specific to each phase
and are explored below.
Phase One Limitations
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The most notable limitation during phase one related to recruitment of participants. In
part, these recruitment limitations stemmed from the small geographical area and the focus on a
single agency’s housing program. The small geographical area and single agency focus limited
both the diversity of the participants being used in the study and the sample size available. Both
limitations could ultimately affect the transferability of the findings to individuals reading the
study.
Adding to study recruitment issues was the poor follow up on the part of the study
participants, as exemplified during phase one recruitment for the focus groups. During initial
recruitment many people signed up to participate, however, few of those who signed up
participated, limiting sample size. Given this experience, phases two and three were modified to
involve a more direct approach to recruitment with initial surveys being collected following
project introduction to staff and residents.
Phase Two Limitations
The design of phase two, and the use of the LMI presented some additional limitations to
this study. Since the LMI survey was self-report instrument, there may have been problems
related to social desirability bias (Demetriou et al., 2015). Social desirability bias reflects the
subject’s sense of answering question in a manner that they feel will put them in a positive light
(Demetriou et al., 2015). As such, since this instrument was asking about leisure respondents
may have over or under reported their leisure depending on what they though the researcher was
looking for.
Compounding the social desirability limitation was the researcher’s own association with
the treatment agency used for this study. Due to this association staff members who participated
may have been more inclined to provide socially desirable responses. This effect may have been
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increased due to the collection of names and contact information of individuals interested in
participating in follow up interviews as part of a larger study. While the follow up interviews
may have somewhat mitigated the social desirability effect among staff, interviews were not able
to be completed with residents due to new COVID-19 restrictions; therefore, it was not possible
to triangulate this part of the data with the other datasets. Further, since the initial surveys were
used to select potential interview participants among the staff, there could have been an impact
on the results of phase three, discussed next.
Phase Three Limitations
Phase three limitations related to staff attrition and continued willingness to participate in
the study. Four staff members who were selected for initial interviews chose to withdraw from
the study prior to the interview. Of those staff members who withdrew, three stated they were no
longer interested in participating and the fourth informed the researcher that they did not have to
the time to complete the interview. Additionally, the researcher was unable to contact two more
staff members when recruiting for follow up interviews, due to non-responsiveness on their part.
These withdrawals reduced the available number of participants from 21 to 15, with seven
interviews finally completed. However, since not all staff who were initially recruited for
interviews chose to participate, self-selection bias was increased.
An additional limitation during phase three is the possibility of a cohort effect (Vinney,
2019). Particularly, all staff interviewed for the purposes of this research did so during the
COVID-19 pandemic and regulatory restructuring of programs. The two events coincided to
create a unique set of circumstances that shaped this group’s perspective on the interview
questions. It should therefore be noted that any future research in this area is unlikely to see such
disruption and its related effects of participants.
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CHAPTER 7
CONCLUSION

Findings of this sequential multi-phase mixed methods case study indicate that staff and
resident leisure meaning has a significant influence on residents’ leisure access during their early
recovery from SUDs. This study has shown that while both staff and residents value leisure in
their lives and as part of the recovery process, the two groups have significantly divergent views
on what leisure should look like and how it should play a role in residence programming. These
findings were established across three phases of research which will be reviewed below.
Phase one of the study explored contextual factors, experienced by residents with SUDs,
that serve as constraints or facilitators to leisure. Findings from resident interviews established
that staff and program structure served as significant influences on leisure participation. These
findings were used to design phases two and three of the study.
Phase two of the study compared leisure meaning between residential staff and residents
with SUDs using the LMI. Results from this phase of the study showed that while residents and
staff felt that leisure was important in life and recovery, it was under resourced and undervalued
within the community residence programs. Moreover, results from the LMI showed that staff and
residents viewed leisure differently with staff seeing leisure as a means of escaping day to day
stressors, and residents viewing it as a means of passing time.
Finally, phase three explored staff perceptions of leisure and gained insight into how staff
make choices around leisure programming. This final phase of the study revealed that while staff
valued leisure, they were less clear on how they should be including leisure as part of their work.
In addressing this disconnect between personal thoughts on leisure and professional
responsibilities, staff reflected on the value of structure within the program, especially
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programmed leisure time and activities. For staff the structured recreation time allowed them to
provide leisure opportunities for residents, while at the same time allowing them to focus on
other aspects of their work that they felt were more important from the agency’s perspective. As
such, these structured recreation sessions were viewed by staff as a primary means of helping
residents find leisure. Staff also noted structural constraints relating to program budget and
restrictions put in place because of COVID-19.
Data mixing revealed that while staff and resident views on leisure and its value in
recovery were similar, on the role of leisure programming there was divergence between the two
groups. Specifically, residents felt that staff should play a greater role in leisure programming
and provide more support, while relying less on the program structure. Alternatively, staff felt
less clear on their role in leisure provision and believed the program structure helped ensure
leisure opportunities.
Based on the findings of this study, several suggestions were made for the adoption of
more person-centered leisure programming approaches in community residences, greater
involvement of residents in leisure programming decisions, additional training of community
residence staff vis-à-vis leisure and its importance with the residence program, and the need for
additional recreation therapy services in the community residence programs. Suggestions were
also made for future research in this area to help develop a greater understanding of the complex
interaction between staff and residents regarding leisure opportunities. These suggestions seek to
gather further data on whether staff serve to facilitate or constrain the leisure opportunities of
residents during early recovery from SUDs.

271 | P a g e

PERSONAL CONCLUSION
This has been a long project that, for various reasons, has strayed some way from what I
originally intended. Along the way I have come to realize several things about myself and the
new career I am embarking on. Over the past five years of steady work I have realized that I am
more adaptable than I give myself credit for and while I may not always make the right decision
I always do my best to make decisions for the right reasons. Changing course with this project at
the start of the pandemic was not an easy choice, but it was ultimately the right one for this
project and, I believe, for our understanding of leisure within SUD treatment. Indeed, looking
back I am not sure my original project would have been successful given what I have learned by
completing this project.
I have also found that my research interests lay in the realm of deviant leisure or other
socially less desirable, nay taboo, forms of leisure. I am increasingly looking to develop research
around substance use and recovery and how they relate to the leisure experiences and identities
of individuals. This project has helped me clarify these ideas and seeing the different
perspectives of the participants has reinforced, for me, the idea that substance use and mental
health disorders are only elements of a much more complex interaction between the individual
and their leisure lifestyle.
Also, during this process I came to realize that research is a tool. I know this seems
obvious, but what I mean is I always thought of researchers as being primarily qualitative or
primarily quantitative. While I am sure people do lean on their preferred techniques, this project
and its winding path have led me to take a more pragmatic perspective and to work with
individuals to get the best results from a study rather than limit myself to a particular
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methodology. Again, I am sure this is obvious to experienced researchers, but I am not an
experienced researcher…which brings me to my final point.
When I completed my previous degree programs, I always felt as though I had learned
what I needed and that I was all set. However, this experience has taught me that rather than
being the end of the journey, I have so much more to learn and grow into. I am excited by this
prospect and look forward to seeing where this road leads.
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Appendix A
Reflexivity Statement
When planning this research, I (the investigator) drew on personal and professional
experience of working as a clinician in the SUD/MH field as well as with other marginalized
populations over a 20-year career. Personally, I had the privilege of growing up in a stable
household free of many of the factors associated with increased risk of developing either SUDs
or MHDs, my initial experience in this field has been one of trained and educated professional
rather than service recipient.
Latterly, I experienced something of what it is like to be a recipient of healthcare services
for a family member who has a SUD. In 2018, my father passed away as a result of an alcohol
use disorder that developed in the years following the death of my mother and his subsequent
retirement. This experience demonstrated how SUDs can develop at any stage of life and have
many causal factors. More importantly, I had to come to terms with personal thoughts and
feelings about my father’s substance use that were different, due to personal connection, than
those I have had toward the individuals I have counseled over the years.
Additionally, my Caucasian heritage, may also influence my views of service provision.
Specifically, being raised in the dominant cultural group has helped shape my views on the role
of authority figures, including, within this study, program staff. For me, authority figures have
been a positive presence, there to help. However, this may not be the case were a from a different
cultural background where authority figures may be more threatening. I state this to make the
case that my professional experiences have been influenced by my personal experiences.
Wherein, as a practicing professional, I may inadvertently defer to authority figures during
discussions and assume their thoughts and beliefs to be more reliable than those of others.
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The influence of my professional experience, as a credentialed therapist, may also create
situations where research interviews verge on therapy or use language from the treatment realm
that is not commonly used by interview participants. Moreover, my former role as an employee
of the agency involved in this research project may reduce the need for me to ask for additional
information from participants. The use of such preexisting knowledge, on my part, could
influence the collection of information with some contextual information being initially
overlooked. This makes memoing during interviews critically important as such insight could
add value to the overall study.
Finally, my experience and education with both SUD and leisure have created a belief in
me that leisure is a vitally important part in preventing and recovering from SUD. Leisure is an
important venue for developing social connections and improved mental health during periods of
personal crisis and stress. Such coping skills can help them avoid the worst effects of substance
use and sustain recovery from SUDs.
While leisure can provide an important bulwark against developing SUDs and a critical
support for sustained recovery, it is the investigator’s belief that many factors play a role in the
development of SUDs. These factors may include trauma, poverty, genetics, and culture.
However, the moral fortitude of the individual with a SUD is not one of those factors and it
remains my fervent belief that social stigma against those with SUDs and MHDs needs to be
addressed through education and inclusive social/public health policies.
Ultimately, the purpose of this reflexivity statement and the established protocols for this
study have been written and developed to reduce the extent to which the items discussed above
affect the study results. To this end, I have worked with the members of the research team to
develop documentation and protocols that reduce the impact of possible cultural influences, (e.g.
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ethnicity, gender, etc.). Moreover, I will continue to work with the members of the research team
to ensure research processes are followed with fidelity. To aid in this process, gathered data will
be reviewed by at least one other member of the research team to reduce cultural influence over
results and analysis.
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Appendix B

Information about Being in a Research Study
Clemson University
Using Leisure Education with People in Early Recovery from Substance Use
Disorders to Develop a Recovery Oriented Social Identity
KEY INFORMATION ABOUT THE RESEARCH STUDY
Voluntary Consent: Dr. Brent Hawkins is inviting you to volunteer for a research study. Dr.
Hawkins is an Assistant Professor conducting this study with Jason Page, a doctoral student at
Clemson University, for his dissertation.
You may choose not to take part and you may choose to stop taking part at any time. You will
not be punished in any way if you decide not to be in the study or to stop taking part in the study.
Your decision will not affect your treatment or relationship with the facility.
Alternative to Participation: Participation is voluntary, and the only alternative is to not
participate.
Study Purpose: The purpose of this research is to discover the extent to which participation in a
patient-centered leisure education program may help the development of a recovery-oriented
social identity during treatment for substance use disorders (SUD).
Activities and Procedures: Your part in the study will be to discuss your leisure participation
during your stay at the community residence during a focus group session. The session will be a
guided discussion facilitated by Jason Page. During the focus group all conversations will be
recorded for later use as part of the larger research project.
Some of the information shared during the group discussion may be personal, we ask that you
respect others in the group and keep the information shared confidential. Please do not share any
information that may be sensitive or make you uncomfortable. You may refuse to answer or
leave the discussion at any time if you become uncomfortable.
Participation Time: It will take you about 75 minutes to be in this study.
Risks and Discomforts: While we do not anticipate significant risks as a result in participating
in this study, you may experience discomfort during discussion of people’s thoughts on leisure
and recreation as it relates to substance use and recovery.
Possible Benefits: While you may not benefit directly for taking part in this study, the
information gathered from these focus groups will be deidentified and shared with treatment
providers and other professionals including those at Helio Health to help inform and improve
future programming for residences and other treatment services.
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EXCLUSION/INCLUSION REQUIREMENTS
To participate in this study you:
• Must be a current resident at one of the four community residences included in the study.
• Must be free from the influence of mind-altering substances at the time of the focus group
MANDATORY REPORTING
The research team includes individuals who are mandatory reporters. Your personal information
may be disclosed if required by law. This means that there may be rare situations that require us
to release personal information about you, e.g., in case a judge requires such release in a lawsuit
or if you tell us of your intent to harm yourself or others (including reporting behaviors
consistent with child abuse or neglect).
AUDIO/VIDEO RECORDING AND PHOTOGRAPHS
All focus group sessions will be recorded using a digital voice recorder. Recordings will be
uploaded into a password protected folder on the investigators computer. During transcription
names will be changed to conceal the identity of participants.
At no time will recordings be made publicly available. Any use of material will be done so using
false identities to protect those of the actual participants.
EQUIPMENT AND DEVICES THAT WILL BE USED IN RESEARCH STUDY
Sessions will be recorded using a digital voice recorder. During the focus groups there will be
two recorders placed in the room to ensure information is gathered accurately and to provide
assurance should one recorder fail to work correctly.
While every effort will be made to secure collected data, there is always a possibility that a
recorder could be misplaced. To help ensure such an event does not compromise your
information, recorded sessions will be uploaded on to a password protected laptop immediately
following focus group sessions and any files held on the digital recorders deleted.
PROTECTION OF PRIVACY AND CONFIDENTIALITY
The results of this study may be published in scientific journals, professional publications, or
educational presentations. While privacy cannot be guaranteed due to the nature of the focus
group setting every effort will be made to ensure collected information remains confidential.
Audio recordings will be deleted following transcription to prevent inadvertent release of
identifiable data. Additionally, following transcription, participants’ names will be changed so as
to deidentify collected information. Identifiable information collected during the study will be
removed and then de-identified information could be used for future research studies or
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distributed to another investigator for future research studies without additional informed consent
from the participants or legally authorized representative.
Digital copies of this signed release will be stored on an encrypted USB drive and maintained by
the research team for a period no to exceed 3 years. This signed paper copy will be shredded by
an approved secure shredding company once uploaded to the encrypted USB drive.
We might be required to share the information we collect from you with the Clemson University
Office of Research Compliance and the federal Office for Human Research Protections. If this
happens, the information would only be used to find out if we ran this study properly and
protected your rights in the study.
COUNSELING INFORMATION
In the event that you experience a negative reaction from participating in this study, notify the
research team immediately. Should you need to discuss any problems you have related to your
participation in this program beyond the research team, please speak with your program staff for
additional support.
CONTACT INFORMATION
If you have any questions or concerns about your rights in this research study, please contact the
Clemson University Office of Research Compliance (ORC) at 864-656-0636 or
irb@clemson.edu. If you are outside of the Upstate South Carolina area, please use the ORC’s
toll-free number, 866-297-3071. The Clemson IRB will not be able to answer some studyspecific questions. However, you may contact the Clemson IRB if the research staff cannot be
reached or if you wish to speak with someone other than the research staff.
If you have any study related questions or if any problems arise, please contact Jason Page at
Clemson University at jpage2@clemson.edu.
CONSENT
By signing this consent form, you indicate that you have read the information written
above, are at least 18 years of age, have been allowed to ask any questions, and you are
voluntarily choosing to take part in this research. You do not give up any legal rights by
taking part in this research study.
Participant’s signature: ____________________________________ Date: __________
Print name: _____________________________________________
A copy of this form will be given to you.
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Appendix C
Finch and Lewis (2003) Focus Group Structure – Detailed Guide

Stage 1: Scene setting and group rules
In this approach, the focus group begins with setting the scene and ground rules. During
this phase of the group the investigator will welcome participants and, once all participants have
arrived, formally start the group with a personal introduction, an overview of the research topic
along with background information on the purpose of the study (Finch & Lewis, 2003). This part
of the focus group process should also include a review of expected roles during the group along
with group rules (Finch & Lewis, 2003). During the review of group rules confidentiality should
be stressed to all participants by the investigator.

Stage 2: Individual introductions
The first task during phase two is to start the digital recorder and asking the participants
to introduce themselves. During introductions, participants need to provide their name and
information on their residence and length of stay at that location. This background information
helps the researcher understand the mix of participants and the range of views represented during
the discussion that will follow (Finch & Lewis, 2003). At a more basic level, the introductions
allow the participants to know the other members of the group and provide a record of who is
present and their status at the time of the group (Finch & Lewis, 2003). Additionally, during this
phase of the group the investigator will draw a spatial map of the group marking the location of
the participants within the room along with their names and brief notes about their background
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(Finch & Lewis, 2003). These notes are intended to help keep track of participants during the
discussion and serve as a memory prompt for the investigator.

Stage 3: The opening topic
During stage three the investigator will introduce the general topic and begin to foster
discussion (Finch & Lewis, 2003). For the focus groups as part of this study group participants
will be given the following definition of leisure during this phase:

Leisure is time free from obligations, work, and tasks of daily living.
It can be viewed as activities done during free time that are freely
chosen, provide opportunities for personal growth, and help the
individual feel good about themselves. (Adapted from Hurd &
Anderson, 2011)

This definition will be used to guide discussion of participant experiences of leisure while
in the community residences. During this phase of the discussion, the investigator will remain
involved to help the conversation develop. To ensure the discussion keeps moving the
investigator may need to provide prompts, offer clarifications, and/or draw group members into
the discussion by asking direct questions (Finch & Lewis, 2003).
Stage 4: Discussion
This stage sees participants move on from the initial discussion and into the body of the
questions. During this phase the investigator needs to engage a range of group management skills
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including active listening, open-ended questioning, and language mirroring (Finch & Lewis,
2003) following the opening topic participants will be asked to describe their own leisure
experiences while at the community residences and to consider how these fit the introductory
definition of leisure. This will open the conversation to a discussion of leisure at the community
residences and how those programs facilitate access to leisure and whether there is sufficient
access while staying there. Beyond this, the group will be asked what aspects of the community
residence program they would change to improve the leisure time of residents. This question is
intended to begin to explore perceived leisure facilitators within programs while still focusing on
activities that the residents already participate in. After talking about existing leisure activities,
the focus group will move on to explore attitudes regarding leisure in recovery and how a
person’s recovery status may influence their leisure choices.
A penultimate block of questions will explore constraints and facilitators related leisure
participation. These questions will ask participants what factors influence their leisure/recreation
participation. While these questions will be seeking information on intrapersonal, interpersonal,
and structural constraints/facilitators, as can be seen in Table 1, the researcher will avoid using
such terms to avoid influencing participant answers. However, should an element not be
addressed follow up questions will be asked e.g., if no one mentions a structural constraint, you
could ask – is there anything in your environment that limits your participation in leisure?
Table 1 Focus group terms and explanations (adapted from Nyaupane, Morais, & Graefe,
(2002)
Term
Explanation
Intrapersonal constraints
Intrapersonal facilitators
Interpersonal Constraints

Intrapersonal leisure constraints may include a lack of
knowledge of resources for leisure.
Intrapersonal leisure facilitators may include a desire to
learn new things
Interpersonal leisure constraints may be related to
relationships (e.g. I have no one to go with); or
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Interpersonal facilitators
Structural constraints
Structural facilitators

personal feelings (e.g. The activity is too physically
demanding)
Interpersonal leisure facilitators are also related to
relationships (e.g. my friends and I enjoy doing this);
or personal feelings (e.g. I enjoy walking in nature)
Environmental constraints may include a lack of
appropriate facilities or that the activity is too
expensive.
Environmental facilitators may include access to public
transport or having the time to attend an event/activity

Stage 5: Ending the discussion
Bringing the focus group to an end is a process that begins with the introduction of the
final question (Finch & Lewis, 2003). The final question will ask participants to consider
leisure supports that they feel would help them improve their leisure engagement. This question
will be introduced by highlighting that it is the final question to be asked during the focus group.
This is done to help prepare participants for the end of the group. As the discussion progresses
the investigator should continue to provide verbal cues to participants such as ‘any final
thoughts’ or ‘is there anything we have missed out’ (Finch & Lewis, 2003).
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Appendix D
Focus Group/Resident Interview Guide
Stage 1: Scene setting and group rules
Once all participants have arrived and signed the informed consent paperwork, we will formally
start the focus groups using the following script:
Hello, my name is ___________ we are here today to discuss your thoughts, beliefs, and
perceptions of your leisure experiences during your time at the community residence and how it
affects your recovery. The purpose of this meeting is to develop a new program for people living
in community residences that help improve their access to leisure that helps them in their
recovery. This session is scheduled for one hour and will be recorded to help ensure your
thoughts and opinions are captured for later use in program development.
My role is to help guide today's group and to ensure that the necessary information is collected.
As part of this process, I may ask follow-up questions to help guide the discussion and gather
additional information. I would ask that as participants you follow these rules to help maintain
the flow of the conversation and to help with documentation of your thoughts:
1.
2.
3.
4.

Only one person at a time should be speaking
No side conversations
Try to share your thoughts as briefly as possible so that others can speak
Speak clearly

Are there any questions before we get started?
Stage 2: Individual introductions
Once the overview has been given and the facilitator has introduced himself the following script
should be used to instruct participants on how to introduce themselves.
We will now go around the room so that each of you can introduce yourselves. For your
introductions please include the following information; (a) your name; (b) the residence you are
staying at, and (c) how long you have been staying there. Who wants to go first?
Thank you all.
Stage 3: The opening topic
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The opening topic should provide the foundation for the broader discussion that follows. The
script below outlines how this topic should be presented.
I want to start our conversation with a brief description of leisure (show the following
description of leisure on the flip chart on the focus group room and read it out to the group):
Leisure is time free from obligations, work, and tasks of daily living.
It can be viewed as activities done during free time that are freely
chosen, provide opportunities for personal growth, and help the
individual feel good about themselves.
After hearing this description what are some of the leisure activities you do and how do they fit
with the description provided?
Stage 4: Discussion
This general discussion should evolve from the opening topic. Below are the broad questions that
need to be addressed during this phase of the group.

Do you believe you have enough access to leisure activities while staying at the community
residence?
<pause and let people answer, before offering the follow up>
<ask those who said no for their thoughts> If no, what would you change about the program to
improve your access to leisure at the community residence?
<then ask those who said yes for their thoughts> If yes, what helps you access leisure while
staying at the community residence?
Do you consider how your leisure choices affect your recovery when finding new leisure
activities? If so, how do they?
When we talk about things that prevent or help people trying to access leisure we use the terms
barriers or facilitators. These barriers or facilitators may be personal such as lack of confidence
to try something or a group of friends who want you to join in an activity with them.
Environmental barriers or facilitators may include a lack of affordable facilities or good
transport links to sites respectively.
With this in mind, what are some of the personal and/or environmental barriers/facilitators that
you face when trying to find new leisure activities? How do these barriers/facilitators impact
your recovery?
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Stage 5: Ending the discussion
The final stage of the focus group will be to ask about additional supports participants feel they
might need to help them engage in new/ or different leisure activities. Once the question has
been answered participants will be asked for any final thoughts before being dismissed. This
stage should be run using the following script.
Thank you for your answers so far. We have one final question for today’s group and that is;
What additional support(s) would you need to help you engage in new/different leisure activities
while staying at the community residence?
Before we finish, I want to ask if there are any final thoughts that you wish to share about
anything we have discussed today?
Thank you for your time and help with this project.
At this time the facilitator will turn off the tape recorders and finish the session.
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Appendix E
Dedoose Coding Category Descriptions
Constraints and facilitators
Interpersonal Description: “the relationship between individuals’ personalities and traits”
•
Managing Relationships Constraints
o
Description: Resident describes the need to or their personal management of relationships
in early recovery and how this constrains their leisure participation
•
Managing Relationships Facilitators
o
Description: Resident describes the need to or their personal management of relationships
in early recovery and how this facilitates their leisure participation
•
o
•
o

Perceived Lack of Support
Description: Any reference to a lack of support as a constraint to leisure and recovery
Perceived Support
Description: Any reference to support as a facilitator of leisure and recovery

Intrapersonal Description: “relate to the decision-making process, internal to the individual,
around preferences and perceived barriers”
•
Coping Skills Constraints
o
Description: Resident describes either needing to use, develop, or lacking coping skills as
a constraint on leisure participation
•
Coping Skills Facilitators
o
Description: Resident describes either needing to use or develop coping skills when
accessing leisure
•
o
•
o

Lack of leisure Knowledge
Description: Resident describes how a lack of knowledge impacts leisure choices
Leisure Knowledge
Description: Resident describes how knowledge of resources helps them access leisure

•
o
•
o

Mental Health Constraints
Description: Any mention of Mental health as a constraint on leisure
Mental Health Facilitator
Description: Any reference to Mental health as a facilitator to leisure

•
o
•
o

Motivation Constraints
Description: Any mention of motivation as constraining leisure experiences
Motivation Facilitators
Description: Any mention of motivation as facilitating leisure experiences

•

Recovery/Safety Considerations Constraints
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o
Description: Resident expresses not choosing leisure based on recovery/safety concerns.
•
Recovery/Safety Considerations Facilitators
o
Description: Resident expresses choosing leisure based on recovery/safety concerns.
•
Self-Discovery Constraints
o
Description: expressions of self-discovery and exploration during leisure time as either
constraints to leisure
•
Self-Discovery Facilitator
o
Description: expressions of self-discovery and exploration during leisure time as either
facilitators of leisure experiences
Structural Description: Constraints and facilitators related to systems and available resources
•
o
•
o

Leisure Resources Constraints
Description: Any reference to insufficient leisure resources
Leisure Resources Facilitator
Description: Any reference to sufficient leisure resources

•
Money Constraints
o
Description: Resident describes the impact of money as a constraint of their leisure
choices
•
Money Facilitator
o
Description: Resident describes the impact of money as a facilitator of their leisure
choices
•
o
•
o

Participation Constraint
Description: Reference to the participation of others as a constraint on leisure choices
Participation Facilitator
Description: Reference to the participation of others as a facilitator of leisure choices

•

Program Structure Constraints
Description: Any reference to program structure and rules as constraints on leisure
Program Structure Facilitator
Description: Any reference to program structure and rules as facilitators of leisure

•
•
o
•
o

Time Constraints
Description: Resident describes how available time constrains leisure choices
Time Facilitators
Description: subject describes how available time facilitates leisure choices

•
Transport Constraints
o
Description: Resident describes how access to transport constraints leisure access and
choices
•
Transport Facilitator
o
Description: Resident describes how access to transport facilitates leisure access and
choices
289 | P a g e

•
o
•
o

Weather Constraints
Description: Any mention of the weather as a constraint on leisure choices
Weather Facilitators
Description: Any mention of the weather as a facilitator of leisure choices

Leisure Benefits
Description: Any comment made outlining the benefits of leisure participation
Leisure Choices
Description: “activities identified by subjects as part of their leisure experience”
Leisure Interaction
Description: Leisure Interaction Style
•
Aggregate
o
Description: action directed by a person to an object while in the company of others e.g.
watching a movie or bingo
•
Extraindividual
o
Description: actions directed by the individual toward the environment e.g. watching
movies
•
Intergroup
o
Description: Two or more intragroups working competitively against each other e.g. team
sports.
•
o

Interindividual
Description: Action of a competitive nature directed toward another e.g. tennis, chess

•
Intragroup
o
Description: Action of a competitive nature by two or more people who want to obtain a
mutual goal; requires interaction e.g. choir or performing a play
•
o

Intraindividual
Description: Actions take place in the mind of the individual e.g. meditation

•
Multilateral
o
Description: Action of a competitive nature, with three or more people and no one
antagonist. Everyone is in it for themselves e.g. board games, marathons
•
Unilateral
o
Description: action of a competitive nature with three or more people; the focus is on one
or more antagonist e.g. tag, hide and seek
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Leisure Risks Description: Any comment made outlining the risks of leisure participation
Vocational

Description: Comments made about employment or returning to school

•
o

Employment
Description: discussion of either training programs or returning to work

•
o

Returning to school
Description: discussions about returning to school or other training programs
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Appendix F
Leisure Meaning Inventory - Staff

Information about Being in a Research Study
Clemson University
Resident and Staff Attitudes and Beliefs about Constraints and Facilitators to Leisure in
Residential Programs for Individuals in Early Recovery from SUD
KEY INFORMATION ABOUT THE RESEARCH STUDY
Voluntary Consent: Dr. Jasmine Townsend is inviting you to volunteer for a research study. Dr.
Townsend is an Assistant Professor conducting this study with Jason Page, a doctoral student at
Clemson University, for his dissertation.
You may choose not to take part and you may choose to stop taking part at any time. You will
not be punished in any way if you decide not to be in the study or to stop taking part in the study.
If you choose to stop taking part in this study, the information you have already provided will be
used in a confidential manner.
Study Purpose: The purpose of this study is to explore leisure meaning among staff and
residents at community residences for individuals in early recovery from SUDs and to
understand how leisure meaning among staff and residents shape leisure access, leisure
constraints, and leisure facilitators in the program.
Activities and Procedures: Your part in the study will be to complete a brief survey on the
meaning of leisure in your life. Then, if selected, you may be asked participate in an individual
interview conducted by Jason Page via Zoom. If selected for an interview, you will initially be
notified by email then by phone by Jason page who will schedule the interview at a time that
works well for you. If, when contacted for an interview, you on longer wish to participate in this
study you may withdraw at that time or at any other time prior to the interview.
Participation Time: It will take you about 90 minutes to participate in this study .15 minutes to
complete the initial survey and if selected for an interview this will take approximately 75
minutes.
Risks and Discomforts: While we do not anticipate significant risks as a result in participating
in this study, you may experience discomfort during discussion of your personal thoughts on
leisure and recreation as it relates to substance use and recovery.
Possible Benefits: While you may not benefit directly for taking part in this study, the
information gathered from the this research will be deidentified and shared with treatment
providers and other professionals including those at Helio Health to help inform and improve
future programming for residences and other treatment services.
EXCLUSION/INCLUSION REQUIREMENTS
To participate in this study you:
• Need to be currently working in a community residence included in this study
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•
•
•

Have to have worked at that residence for at least one month
Need to be regularly scheduled on either first or second shift (either full or part time)
Need to have some influence on residence programming and have a role as a program
director, team leader, case manager, counselor, certified peer, or counselor aide.

MANDATORY REPORTING
The research team includes individuals who are mandatory reporters. Your personal information
may be disclosed if required by law. This means that there may be rare situations that require us
to release personal information about you, e.g., in case a judge requires such release in a lawsuit
or if you tell us of your intent to harm yourself or others (including reporting behaviors
consistent with child abuse or neglect). In accordance with S.C. Code §63-7-310, we are required
to report child abuse or neglect.
AUDIO/VIDEO RECORDING AND PHOTOGRAPHS
Jason Page will be using Zoom to connect to staff meetings remotely. All scheduled meetings
will be conducted using a password protected meeting set up to ensure privacy during survey
delivery.
All follow-up interviews will be recorded using a digital voice recorder. Recordings will be
uploaded into a password protected folder on the investigators computer. During transcription
names will be changed to conceal the identity of participants. Assessment materials will be
photographed by the assessment facilitator as part of the data collection procedure, but no
participant photos will be taken during this intervention.
At no time will recordings be made publicly available. Any use of material will be done so using
false identities to protect those of the actual participants.
EQUIPMENT AND DEVICES THAT WILL BE USED IN THE RESEARCH STUDY
Interview sessions will be recorded using Zoom and a digital voice recorder. During the
interview both will be recording to ensure information is gathered accurately and to provide
insurance should one recorder fail to work correctly.
While every effort will be made to secure collected data there is always a possibility that a
recorder or the camera could be misplaced. To help ensure such an event does not compromise
your information, recorded sessions will be uploaded on to a laptop immediately following focus
group sessions and any files held on the digital recorders or camera deleted.
PROTECTION OF PRIVACY AND CONFIDENTIALITY
The results of this study may be published in scientific journals, professional publications, or
educational presentations.
The results of this study may be published in scientific journals, professional publications, or
educational presentations.
While privacy cannot be guaranteed due to the nature of the intervention every effort will be
made to ensure collected information remains confidential. Audio recordings will be deleted
following transcription to prevent inadvertent release of identifiable data. Additionally, following
transcription, participants’ names will be changed so as to deidentify collected information. All
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transcriptions will be maintained in a password protected digital folder on the investigators home
computer.
Identifiable information collected during the study will be removed and the de-identified
information could be used for future research studies or distributed to another investigator for
future research studies without additional informed consent from the participants or legally
authorized representative.
Digital copies of this signed release will be stored on an encrypted USB drive and maintained by
the research team for a period no to exceed 3 years. This signed paper copy will be shredded by
an approved secure shredding company once uploaded to the encrypted USB drive.
We might be required to share the information we collect from you with the Clemson University
Office of Research Compliance and the federal Office for Human Research Protections. If this
happens, the information would only be used to find out if we ran this study properly and
protected your rights in the study.
COUNSELING INFORMATION
Should you experience a negative reaction from participating in this study, notify the research
team immediately. Should you need to connect with someone, consider contacting utilizing your
EAP program or contact a mental health professional of your choice, at your own expense.
CONTACT INFORMATION
If you have any questions or concerns about your rights in this research study, please contact the
Clemson University Office of Research Compliance (ORC) at 864-656-0636 or
irb@clemson.edu. If you are outside of the Upstate South Carolina area, please use the ORC’s
toll-free number, 866-297-3071. The Clemson IRB will not be able to answer some studyspecific questions. However, you may contact the Clemson IRB if the research staff cannot be
reached or if you wish to speak with someone other than the research staff.
If you have any study related questions or if any problems arise, please contact Jason Page at
Clemson University at jpage2@clemson.edu.
CONSENT
By signing this consent form, you indicate that you have read the information written
above, are at least 18 years of age, have been allowed to ask any questions, and you are
voluntarily choosing to take part in this research. You do not give up any legal rights by
taking part in this research study.
A copy of this form will be given to you.
Participant’s signature: ____________________________________ Date: __________
Print name: _____________________________________________
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CONSENT
By signing this statement, you indicate that you have read, signed and received a copy of
the informed consent information originally provided on pages 1-3 of this form. Further,
you are at least 18 years of age, have been allowed to ask any questions, and you are
voluntarily choosing to take part in this research. You do not give up any legal rights by
taking part in this research study.
You have been provided with a signed version of the informed consent copy of this form will be
given to you.
Participant’s signature: ____________________________________ Date: __________
Print name: _____________________________________________
Follow up contact information
If you are interested in being contacted to participate in a follow up interview to discuss your
scores, please complete the section below.
Please note: filling out this information means we have permission to contact you for an
interview, you may still decline an interview when contacted if you no longer wish to participate.
Name
Phone Number:

Email:
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Leisure Meaning Inventory-Staff
Part 1: Demographic Questions
Name:

Age:

years

Gender?
Education: What is the highest
level of school you have
completed? (Please check)

1.
2.
3.
4.
5.
6.
7.
8.

High school diploma or equivalent
Some college credit, no degree
Vocational training e.g. CASAC, CRPA
Associate degree
Bachelor’s degree
Master’s degree
Professional degree
Doctorate

Job title: What is your current
job title? (Please check)

1.
2.
3.
4.
5.
6.
7.

Program Director
Case Manager
Counselor
Counselor Aid
Peer
House Manger
Other:

Recovery: Do you identify as a person in recovery from substance use
disorders?
Recovery: Yes, how long have
you been in recovery? (Please
check)

1.
2.
3.
4.
5.

Yes

Less than 1 year
1 – 5 years
6 – 10 years
10 – 15 years
16 Years +

No
Go to Part 2
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Part 2: Your Leisure
2a. When people speak of leisure, what do you think of? (Please write your answer in the box below)

2b. For the following questions could you please indicate the extent to which you disagree
or agree with the statement, (1 = strongly disagree.......5 = strongly agree).
Strongly
Strongly
Disagree
Agree
1.

I think leisure is an important part of life.

1

2

3

4

5

2.

For me, leisure contributes to the quality of my
life.

1

2

3

4

5

3.

Overall, I am satisfied with my leisure
experiences.

1

2

3

4

5

4.

For me, leisure is often a spur of the moment thing
because all the other obligations in my life have
been fulfilled.

1

2

3

4

5

5.

Leisure allows me to escape the pressure of my
daily routine.

1

2

3

4

5

6.

Leisure is the time left over when everything else
in my life is completed.

1

2

3

4

5

7.

Leisure occurs in all aspects of my life and can
occur anytime in my day.

1

2

3

4

5

8.

Most of my leisure usually involves lazing around
and doing passive things.

1

2

3

4

5

9.

To me, leisure stops being leisure when it needs to
meet the expectations of others.

1

2

3

4

5

10. I find my leisure experiences begin spontaneously.

1

2

3

4

5

Leisure for me is a break, a change from life's
11. usual
routine.

1

2

3

4

5

1

2

3

4

5

12.

Leisure is the time when I can be in control and do
not have to meet the expectations of others.
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13.

To me, leisure stops being leisure when other
people put pressure on me to perform.

1

2

3

4

5

14.

Sometimes during my leisure, I get so absorbed
that I don't feel the time passing.

1

2

3

4

5

15.

Leisure is the time when I get to disengage from
normal life.

1

2

3

4

5

16.

Leisure occurs when I am able to take time out and
get away from everyday life.

1

2

3

4

5

17.

Sometimes I get so engrossed that I forget about
time and forget about myself.

1

2

3

4

5

18.

I often find leisure is a time to reflect on life and
discover a lot about myself.

1

2

3

4

5

19.

Leisure is a way of clearing my mind and I don't
have to think about anything.

1

2

3

4

5

20. Leisure serves just to fill the extra time in my life.

1

2

3

4

5

Sometimes I get so relaxed during my leisure it is
almost spiritual and that is satisfying.

1

2

3

4

5

22. Leisure is doing nothing.

1

2

3

4

5

23. Leisure just occurs in my spare time.

1

2

3

4

5

Leisure to me is having my time free of
24. responsibilities, to do what I want to do and not
the things I am obliged to do.

1

2

3

4

5

25. To me, leisure is all about doing inactive things.

1

2

3

4

5

1

2

3

4

5

21.

26.

Leisure allows me to feel connected to something
outside of myself.

Thank you for taking part in this survey and helping with my research.
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Appendix G
Leisure Meaning Inventory – Resident
Resident and Staff Attitudes and Beliefs about Constraints and Facilitators to Leisure in
Residential Programs for Individuals in Early Recovery from SUD
KEY INFORMATION ABOUT THE RESEARCH STUDY
Voluntary Consent: Dr. Jasmine Townsend is inviting you to volunteer for a research study. Dr.
Townsend is an Assistant Professor conducting this study with Jason Page, a doctoral student at
Clemson University, for his dissertation.
You may choose not to take part and you may choose to stop taking part at any time. You will
not be punished in any way if you decide not to be in the study or to stop taking part in the study.
If you choose to stop taking part in this study, the information you have already provided will be
used in a confidential manner.
Study Purpose: The purpose is to explore leisure meaning among staff and residents at
community residences for individuals in early recovery from SUDs and to understand how
leisure meaning among staff and residents shape leisure access, leisure constraints, and leisure
facilitators in the program.
Activities and Procedures: Your part in the study will be to complete a brief survey on the
meaning of leisure in your life. Then, if selected, you may be asked participate in an individual
interview conducted by Jason Page via Zoom. If selected for an interview, you will initially be
notified by email then by phone by Jason page who will schedule the interview at a time that
works well for you. If, when contacted for an interview, you on longer wish to participate in this
study you may withdraw at that time or at any other time prior to the interview.
Participation Time: It will take you about 90 minutes to participate in this study .15 minutes to
complete the initial survey and if selected for an interview this will take approximately 75
minutes.
Risks and Discomforts: While we do not anticipate significant risks as a result in participating
in this study, you may experience discomfort during discussion of your personal thoughts on
leisure and recreation as it relates to substance use and recovery.
Possible Benefits: While you may not benefit directly for taking part in this study, the
information gathered from the this research will be deidentified and shared with treatment
providers and other professionals including those at Helio Health to help inform and improve
future programming for residences and other treatment services.
EXCLUSION/INCLUSION REQUIREMENTS
To participate in this study you:
• Must be a current resident at one of the four community residences included in the
study at the time of the initial survey
• Must be free from the influence of mind-altering substances at the time of the
interview
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•

Must have been a resident at one of the community residences for at least 4 weeks
prior to participating in the survey.

MANDATORY REPORTING
The research team includes individuals who are mandatory reporters. Your personal information
may be disclosed if required by law. This means that there may be rare situations that require us
to release personal information about you, e.g., in case a judge requires such release in a lawsuit
or if you tell us of your intent to harm yourself or others (including reporting behaviors
consistent with child abuse or neglect). In accordance with S.C. Code §63-7-310, we are required
to report child abuse or neglect.
AUDIO/VIDEO RECORDING AND PHOTOGRAPHS
Jason Page will be using Zoom to connect to house meetings remotely. All scheduled meetings
will be conducted using a password protected meeting set up to ensure privacy during survey
delivery.
All follow-up interviews will be recorded using a digital voice recorder. Recordings will be
uploaded into a password protected folder on the investigators computer. During transcription
names will be changed to conceal the identity of participants. Assessment materials will be
photographed by the assessment facilitator as part of the data collection procedure, but no
participant photos will be taken during this intervention.
At no time will recordings be made publicly available. Any use of material will be done so using
false identities to protect those of the actual participants.
EQUIPMENT AND DEVICES THAT WILL BE USED IN THE RESEARCH STUDY
Interview sessions will be recorded using Zoom and a digital voice recorder. During the
interview both will be recording to ensure information is gathered accurately and to provide
insurance should one recorder fail to work correctly.
While every effort will be made to secure collected data there is always a possibility that a
recorder or the camera could be misplaced. To help ensure such an event does not compromise
your information, recorded sessions will be uploaded on to a laptop immediately following focus
group sessions and any files held on the digital recorders or camera deleted.
PROTECTION OF PRIVACY AND CONFIDENTIALITY
The results of this study may be published in scientific journals, professional publications, or
educational presentations.
The results of this study may be published in scientific journals, professional publications, or
educational presentations.
While privacy cannot be guaranteed due to the nature of the intervention every effort will be
made to ensure collected information remains confidential. Audio recordings will be deleted
following transcription to prevent inadvertent release of identifiable data. Additionally, following
transcription, participants’ names will be changed so as to deidentify collected information. All
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transcriptions will be maintained in a password protected digital folder on the investigators home
computer.
Identifiable information collected during the study will be removed and the de-identified
information could be used for future research studies or distributed to another investigator for
future research studies without additional informed consent from the participants or legally
authorized representative.
Digital copies of this signed release will be stored on an encrypted USB drive and maintained by
the research team for a period not to exceed 3 years. This signed paper copy will be shredded by
an approved secure shredding company once uploaded to the encrypted USB drive.
We might be required to share the information we collect from you with the Clemson University
Office of Research Compliance and the federal Office for Human Research Protections. If this
happens, the information would only be used to find out if we ran this study properly and
protected your rights in the study.
COUNSELING INFORMATION
Should you experience a negative reaction from participating in this study, notify the research
team immediately. Should you need to connect with someone, consider contacting utilizing your
EAP program or contact a mental health professional of your choice, at your own expense.
CONTACT INFORMATION
If you have any questions or concerns about your rights in this research study, please contact the
Clemson University Office of Research Compliance (ORC) at 864-656-0636 or
irb@clemson.edu. If you are outside of the Upstate South Carolina area, please use the ORC’s
toll-free number, 866-297-3071. The Clemson IRB will not be able to answer some studyspecific questions. However, you may contact the Clemson IRB if the research staff cannot be
reached or if you wish to speak with someone other than the research staff.
If you have any study related questions or if any problems arise, please contact Jason Page at
Clemson University at jpage2@clemson.edu.
CONSENT
By signing this consent form, you indicate that you have read the information written
above, are at least 18 years of age, have been allowed to ask any questions, and you are
voluntarily choosing to take part in this research. You do not give up any legal rights by
taking part in this research study.
A copy of this form will be given to you.
Participant’s signature: ____________________________________ Date: __________
Print name: _____________________________________________
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CONSENT
By signing this statement, you indicate that you have read, signed and received a
copy of the informed consent information originally provided on pages 1-3 of this
form. Further, you are at least 18 years of age, have been allowed to ask any
questions, and you are voluntarily choosing to take part in this research. You do not
give up any legal rights by taking part in this research study.
You have been provided with a signed version of the informed consent copy of this form
will be given to you.
Participant’s signature: ____________________________________ Date: __________
Print name: _____________________________________________
Follow up contact information
If you are interested in being contacted to participate in a follow up interview to discuss
your scores, please complete the section below.
Please note: filling out this information means we have permission to contact you for an
interview, you may still decline an interview when contacted if you no longer wish to
participate.
Name
Phone
Number:

Email:
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Leisure Meaning Inventory-R
Leisure Meaning Inventory – Resident
Part 1: Demographic Questions
Name:

Age:

years

Gender?
Marital Status? (Please check)

Do you have any Children?
Education: What is the highest
level of school you have
completed? (Please check)

1. Never Married
3. Widowed
5. Separated

Yes
1.
2.
3.
4.
5.
6.
7.
8.

No

2. Married
4. Divorced

If Yes, how many?

High school diploma or equivalent
Some college credit, no degree
Vocational training e.g. CASAC, CRPA
Associate degree
Bachelor’s degree
Master’s degree
Professional degree
Doctorate

How long have you lived at this community residence?

Have you previously stayed at other residences?

Yes

1.
2.
3.
4.
5.

No

Less than 1 week
Less than 1 month
1-2 months
3-4 months
5 months +

If Yes, how many?

307 | P a g e

Part 2: Your Leisure
2a. When people speak of leisure, what do you think of? (Please write your answer in the box
below)

2b. For the following questions could you please indicate the extent to which you
disagree or agree with the statement, (1 = strongly disagree.......5 = strongly agree).
Strongly
Strongly
Disagree
Agree
1.

I think leisure is an important part of life.

1

2

3

4

5

2.

For me, leisure contributes to the quality of
my life.

1

2

3

4

5

3.

Overall, I am satisfied with my leisure
experiences.

1

2

3

4

5

4.

For me, leisure is often a spur of the moment
thing because all the other obligations in my
life have been fulfilled.

1

2

3

4

5

5.

Leisure allows me to escape the pressure of
my daily routine.

1

2

3

4

5

6.

Leisure is the time left over when everything
else in my life is completed.

1

2

3

4

5

7.

Leisure occurs in all aspects of my life and
can occur anytime in my day.

1

2

3

4

5

8.

Most of my leisure usually involves lazing
around and doing passive things.

1

2

3

4

5

9.

To me, leisure stops being leisure when it
needs to meet the expectations of others.

1

2

3

4

5

10.

I find my leisure experiences begin
spontaneously.

1

2

3

4

5

11.

Leisure for me is a break, a change from life's
usual

1

2

3

4

5
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routine.
Leisure is the time when I can be in control
12. and do not have to meet the expectations of
others.

1

2

3

4

5

13.

To me, leisure stops being leisure when other
people put pressure on me to perform.

1

2

3

4

5

14.

Sometimes during my leisure, I get so
absorbed that I don't feel the time passing.

1

2

3

4

5

15.

Leisure is the time when I get to disengage
from normal life.

1

2

3

4

5

16.

Leisure occurs when I am able to take time
out and get away from everyday life.

1

2

3

4

5

17.

Sometimes I get so engrossed that I forget
about time and forget about myself.

1

2

3

4

5

18.

I often find leisure is a time to reflect on life
and discover a lot about myself.

1

2

3

4

5

19.

Leisure is a way of clearing my mind and I
don't have to think about anything.

1

2

3

4

5

20.

Leisure serves just to fill the extra time in my
life.

1

2

3

4

5

21.

Sometimes I get so relaxed during my leisure
it is almost spiritual and that is satisfying.

1

2

3

4

5

22. Leisure is doing nothing.

1

2

3

4

5

23. Leisure just occurs in my spare time.

1

2

3

4

5

Leisure to me is having my time free of
24. responsibilities, to do what I want to do and
not the things I am obliged to do.

1

2

3

4

5

25.

To me, leisure is all about doing inactive
things.

1

2

3

4

5

26.

Leisure allows me to feel connected to
something outside of myself.

1

2

3

4

5

Thank you for taking part in this survey and helping with my research.
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Appendix H
Staff Interview Guide
Overarching question: How do residential staff perceptions of leisure and leisure
participation impact programming decisions?
After analyzing survey data and selecting interviewees the following protocol should be
followed for setting up individual interviews.
Step Task
Reach out to all potential interviewees via email letting them know they have
1
been selected to participate in the interview stage of the study
48 hours after initial email has been sent follow up by phone with any
2
individuals who did not respond to the initial email
Schedule times for interviews with all respondents let them know that interviews
will be conducted via Zoom and should take approximately 1 hour to complete.
3
Also provide the individual with your contact information should they have any
problems.
4
Confirm all interviews via phone 24 hours before scheduled interview time
Email zoom meeting details to interview participants following confirmation,
5
but not less than one hour before the scheduled interview
6
Email informed consent paperwork to interviewee along with Zoom information
7
Log into Zoom five minutes prior to the scheduled start of the interview
Prior to beginning the interview, the researcher should use the checklist below to ensure
everything is working properly and that all necessary items are available.
Step Task
1
Check internet connection and make sure there are no issues
2
Conduct a sound check to ensure laptop mic and speakers are working properly
3
Make sure the backup recorder has fresh new batteries
Make sure you have a hard copy of the interview guide on hand for additional
4
notes
5
Make sure you have writing utensils on hand
Interviewee Name:___________________________________ Date: ________________
Informed consent statement below needs to be read once the interviewee has joined the
call:
Thank you for agreeing to participate in this interview as part of our study on the
influence of leisure meaning on leisure programming in residences for individuals in
early recovery from SUDs. Prior to your completion of the initial survey you completed a
full informed consent form and that same document was resent to you as part of the
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preparation for this interview. Before we get started, I would like to remind you that
participation in this interview is completely voluntary and you may withdraw from this
interview at anytime without consequence. Information gathered during this interview
will be kept confidential as outlined in the informed consent document signed previously.
Should you have any concerns or questions after the interview is complete, please contact
the Clemson University Office of Research Compliance 866-297-3071. Or myself, Jason
Page, at jpage2@clemson.edu or via phone at (607) 423 3467.
Interview Protocol:
Introductory statement: In your initial survey you wrote that, when people speak of
leisure, you think of (take this information from the individuals initial survey response)
based on that I would like you to answer the following questions.
MT 1. What role does leisure play in your life?
FU 1.1 What are some of the things you do for leisure?
FU 1.2 How did you start doing that/those activity/activities?
FU 1.3 overall, would you say you are satisfied with your personal leisure? If yes,
why? If no, what would you like to change to make it more satisfying?
MT 2 What are your thoughts on leisure as part of a person’s recovery journey?
FU 2.1 What experiences/knowledge have helped shape your beliefs in this area?
FU 2.2 Would you mind sharing a more detailed example of how this experience
affected you?
FU 2.3 What other benefits do you think residents gain from engagement in
leisure engagement?
MT 3. What types of leisure programming do you know about for your residents?
FU 3.1 How do you know about these options?
FU 3.2 Are any of these programs held at the residence? If so, which ones? If not,
why do you believe they aren’t?
FU 3.3 Where can residents get information on leisure programming in the
residence and the wider community?
FU 3.4 Do you ever ask your residents about their leisure experiences? If yes,
what are some of the things they tell you? If no, why not?
FU 3.5 Do residents ever request leisure resources or programming that isn’t
currently available? If yes, can you provide some specific examples?
FU 3.6 How did you choose to handle these requests?
MT 4 What types of leisure programming do you promote or facilitate for your residents?
FU 4.1 What are your favorite/least favorite leisure activities to promote to
residents? (Why)
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FU 4.2 In your opinion, what residential leisure activities seem to benefit the
residents the most/least in terms of recovery? Why?
MT 5. How are decisions made about leisure programming in the residence?
FU 5.1 What part do you play in these discussions? Why?
FU 5.2 Have you ever disagreed with a decision? (can you please provide a
specific example?)
FU 5.3 How do you approach programming if you don’t agree with the initial
decision?
MT 6. What are some of the things within this program (e.g. equipment, information,
etc.) that help residents find leisure activities to participate in?
FU 6.1 Who is responsible for managing these things?
FU 6.2 Scaled question: on a scale of 1-10, how effective do you think these
things are in helping residents find leisure activities to participate in?
FU 6.3 If a “#” what does that look like to you and why did you select that score?
FU 6.4 What do you think needs to change for that score to improve?
MT 7. What are some of the challenges you see in the program that limit the types of
leisure activities residents can participate in?
FU 7.1 How do you know about these challenges?
FU 7.2 Scaled question: on a scale of 1-10, how problematic do you think these
challenges are for residents trying to find leisure activities to participate in?
FU 7.3 If a “#” what does that look like to you and why did you select that score?
FU 7.4 What do you think needs to change for that score to improve?
MT 8. What role do you think you have in helping residents with leisure programming in
your current position?
FU 8.1 Scaled question: on a scale of 1-10 how important is leisure planning in
your current role?
FU 8.2 If a “#” what does that look like to you and why did you select that for
yourself?
MT 9. How do you compare the amount of leisure programming you help provide to that
of other staff at the residence?
FU 9.1 If you feel you do more than others why? / If you feel you do less than
others, why?
FU 9.2 What are some things (e.g. knowledge, equipment, time, energy) that
would help you offer more leisure programming at your residence?
FU 9.3 What would you need to do to try and get these things? Is this something
you know how to do at your agency?
MT 10. If you could design your ideal leisure program for the residents in your program
what would it look like?
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FU 10.1 Why did you select the items you just spoke about?
FU 10.2 What are some of the challenges you see that prevent you from running
the program you just spoke about?
FU 10.3 Have you ever considered implementing any parts of the program you
just described? If yes, how did it go? If not, why not?
MT 11. Are there any other thoughts about leisure at the community residence that you
would like to share before we finish?
Once any final comments have been made the facilitator will thank the interviewee for
their time and comments. Before bringing the session to close the interviewer briefly
explain the next steps in the research process, including potential need for follow up, and
answer any questions that the interviewee has. Once this process is complete the
interviewer will stop the zoom recording and turn off the tape recorder to finish the
session.
Generic prompts
• Tell me more about that…
• Please, go on…
• What do you mean…?
• Can you explain that a little more please?
• [summary] So, it sounds like…
• [use reflections]
Following completion of the interview the protocol below should be followed.
Step Task
Download session recording on to secure USB drive and on a password
1
protected laptop
2
Review research notes to ensure legibility
3
Complete researcher notes including reflexive summary

313 | P a g e

Appendix I
Initial Code Book
Code

Description
Comments on the impact of COVID-19 on programming for
residents

COVID-19
Leisure in Recovery
Importance
Comments on the importance of leisure in recovery
Leisure Benefits for Residents Comments on the benefits of leisure for people in recovery
comments on how staff arrived at their views on leisure in
Staff Experience
recovery
Program Resources
Community Connections
Comments on interactions with community organizations
Leisure Equipment in the
Program
Comments on leisure equipment within the program
Comments related to the program budget and its effect on
Program Budget
programming
Comments related to transport and its effect on leisure
Transport
programming in the residence
Programmed Leisure
Art/Art Therapy
Comments on art or art therapy as an activity for residents
Comments regarding community resources and transitions into
Community
the community from the program
Leisure activities in the
program
Comments on the leisure activities available in the program
Leisure Barriers
Comments on barriers to resident leisure while in the program
Meetings
Comments on Mutual aid groups
Schedule
Comments regarding the program schedule
Comments on resident leisure as being social or leading to
Social/Isolation
isolation
Residential Program
Comments on the decision-making process within the program
Decision Making
including matters of safety
Comments related to the overall organizational structure and
Organizational Structure
how it effects the programs and their leisure programming
Program Structure
Comments related to the program structure and goals
Comments on regulations and their effect on leisure
Regulations 819/820
programming
Staff Leisure
Leisure Activities
Comments describing staff leisure activities
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Leisure Value
Reason for Leisure Choices
Staffing
Staff Knowledge
Staff Promotion
Staff Role/responsibilities
Staff Time
Staffing Needs

Comments regarding the value of personal leisure to staff
including thoughts on balance
Comments describing the reason for staff leisure choices
Comments on the perceived effect of staff knowledge on
leisure programming
Comments related to activities that staff promote within the
program
Comments related to staff roles and responsibilities
Comments related to staff time
Comments related to staffing concerns (shortages/lack of
knowledge)
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